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INTRODUCTION 


Very few papers on the different aspects of the new-born 
infant has been published in India and with the growth of 
Pediatrics, we are feeling everyday, the painful absence of 
normal data of our children, including new-born. In this line 
very elaborate and extensive work shall have to be done in near 
future, if we want to build our Pediatric Scheme on a firm 
basis. With these ideas in view a few preliminary work have 
been done on the various aspects of the new-born. It must 
be emphasised in the beginning that this investigation is far 
from perfect and the data are presented partly to form a basis 


Number of Pregnancy and sex-ratio: A detailed investiga- 
tion ‘was carried out in the new-born infants born in 1935 and 
1936. These were further investigated to find the relationship 
between the number of pregnancies and the sex of the new- | 
born. Altogether 469 infants were born during the period, of 
which 255 were males and 214 females. The results are shown 
in table 3 and graph 1. (see next page) 


The table and the graph show that the male ratio is above 
the total average ratio of 119 males to 100 females in the 2nd, 
3rd., 7th., 8th., 9th., and 10th., pregnancy, while it is lower in 
the Ist., 4th., 5th., 6th., and 11th., pregnancy. No conclusion 
can be drawn as the ratio is not constant and there is little 
variation on the whole. So, more cases should be observed in 
order to verify the view that more males are born as the number 
of pregnancy increases. 


TABLE 1.—SHOWING THE SEX-RATIO OF MALE AND FEMALE BIRTHS BETWEEN 1932-1936. 


Total Birth 
1087 


Number of male infants 


577 


Year 


1932-1935 


Number of female infants 


Sex-Ratio 
Per 100 female Absolute —_ Female 
1°13:1 


510 113-13 males 


on which further work can be carried out and also to stimulate 
work in this direction. 


SEx-RATIO IN THE New-Born 


Whether an investigation into the incidence of the sex- 
ratio of the total births in a hospital will have any practical 
importance is difficult to assess. But a study in this direction 
is certainly interesting from various points of view—mortality 
and sex-ratio, premature birth and sex-ratio and so on to find 
out the probability of future marriage of our girls and cognate 
problems. 

Within 1932 and 1936, 1087 infants were born in the Queen 
Mary’s hospital. Of these 1087 infants, 577 were males and 510 
females. If we reduce these figure in terms of 100 females, we 
find that the sex-ratio comes upto 113-13 males to 100 females 
(see table 1). 

Sex-ratio of live births—The above figures include, all 
births, but if we consider only live-births, the sex-ratio be- 
comes somewhat different. Of the total 1087 infants, 256 
infants (141 males and 115 females) died before leaving the 
hospital (i.e., 10 days after delivery). This figure include both 
the still-born babies and those who had. to be destroyed by 
destructive methods of delivery (craniotomy and embryotomy). 
The total number of living male and female infants comes down 
te 436 and 394 respectively. This lowers down the sex-ratio 
to 110-6 males to 100 females (Table 2). 


MALES 
FEMALES 


Parity Number 


Graru 1—Graph showing the relation and incidence of sex 
of the new-born with the parity of the mother. 


TaBLE 2.—SHOWING THE SEX-RATIO OF 830 LIVE-BIRTH (1.E., LIVED BEYOND 10 DAYS OF DELIVERY) 


Number of total birth Number of death 


Total number of live-birth 


Sex-Ratio 


ale Female Male Female Male Female Per 100 female Absolute. Male: female 
577 510 141 115 436 394 110-6 males 1-1:1 
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TABLE 3—RELATIVE PROPORTION OF SEXES IN THE 
New-Born ACCORDING TO PARITY 


No. of Males Females Total No. of males to 
pregnancy 100 females 
60 61 121 98-36 
2 47 35 82 134-3 
39 60 185-7 
4 23 27 50 85-18 
‘ 25 23 48 108-7 
6 14 12 26 116-6 
7 21 11 32 190-9 
8 12 rd 19 171-4 
9 9 6 15 150-0 
10 3 2 5 150-0 
11 Z 3 5 66°6 
12 3 3 
13 1 1 
14 2 2 
255 214 469 119-0 


FoETAL PRESENTATIONS 
Incidence of foetal presentations is an important subject 
for investigation and not much work has been done on the 
subject. A knowledge of the commonly occurring foetal pre- 
sentation will surely be of much interest to the obstetricians. 
With this end in view we investigated the foetal presentations 
of all cases between 1932 to 1936. The result is tabulated 


below: 
Vertex 90°3% 
L.O.A. 59*4% 
L.O.P. 1-0% 
R.O.A. 25:0% 
R.O.P. 2:9% 
Undetermined 2:0% 
Shoulder and Transverse 1:9% 
Face = 0-8% 
It will be seen from the above table that the vertex 


presentation tops the list with the two anterior positions in 
preponderance. The incidence of breech presentations seems 
to be too low. 
SUMMARY 

1. The incidence of sex-ratio in the new-born and the 
foetal presentation are discussed. 

2. The sex-ratio is found to be 113-13 males to 100 
females. 

3. The relative incidence of presentation is vertex 90-3 
per cent, breech 7 per cent, transverse 1-9 per cent, and 
face 0-8 per cent. 


(Continued from page 192, col. 1) 

experienced in this type of surgery. Further he, who has 
operated on and sutured the wound must be in a position to do 
the after-treatment in order that he might take full responsibility 
of the case, is possible in such clinics, more or less the same 
results can, be obtained by entrusting the traumatic work to 
an experienced officer who shows interest in this branch of 
surgery, giving him facilities and encouragement. Improve- 
ments of this kind are likely to run counter to the interests 
of other local surgeons or insurance practitioners and finally 
to the dogma of free choice. But these interests should not be 
allowed to stand in the way of this social problem, a problem 
which is very unsatisfactorily tackled at present, I have 
endured to show in this paper. 

Acknowledgment—I am indebted to Dr. D. D. Variava, 
0.B.E., F.R.C.S.E., Civil Surgeon, Ahmedabad to allow me to use 
the records at the hospital. 


THE SCOPE AND FUTURE OF THE INDIAN 
DRUG INDUSTRY 


U. P. BASU, b.sc., P.R.S., 
Bengal Immunity Research Laboratory, Calcutta 


Before the First World War India depended upon oversea 
sources for supply of most of the important drugs and other 
medicinal requisites. The consequence was that during the 
years 1914-18 patients even in hospitals had to suffer for want 
of essential drugs like anti-toxic sera. During the post-war 
period, however, certain industries developed mainly as private 
enterprises without any support from the State and with a lip 
sympathy from the intelligentia. Even then, the condition was 
not so bad in 1939 when the present war broke out. It may 
be recalled here that England and America were helpless in 
the year 1914 as they had also to depend on Germany for many 
remedies. But soon after peace their chemists started working 
and now they are able to produce various drugs on a scale 
adequate to supply the country’s needs. Gradually, the 
necessity of establishing other industries interallied with the 
production of drug, was recognised in due course, and after 
the initial problems were solved, the drug industry was 
established on a permanent basis. The result is that those 
countries have now been able to make themselves almost 
independent of Germany that had been the supplier of all the 
remedies to the whole world until the present crisis. 


We, in India have also now a big pharmaceutical industry 
and the beginnings of a chemical industry and there are 
several allied factories too. Although most of the newer 
industries have been started mainly in connection with the war 
and that again under the drive of the Directorate of Supply 
(Medical Division) and the guidance of the Board of Scientific 
and Industrial Research, there is no reason why many of these . 
will not be able to survive the critical period following the 
cessation of hostilities. With a good beginning it is expected 
that gradually the chemical processes involved in large-scale 
production will be mastered and the progress will be maintained 
even in the post-war period. But it will only be possible if the 
movement receives the whole-hearted support of the public and 
the assistance of the Government. 


If a survey be made of the various pharmaceutical 
and allied industries developed within the countty, it would be 
noticed that most of the materials such as furnaces, resisting 
vessels, fabrics, paper, ferrous and non-ferrous metals, refrac- 
tory materials, glass and rubber goods necessary for the 
production and/or application of drugs, are being produced 
now within the country. All these, of course, point to illustrate 
our dependence for supplies in the past on foreign countries. 
But their local supplies again show that we might not have to 
wait for want of most essential chemical products and pro- 
cesses, surgical, bacteriological or pathological appliances, nor 
for any optical apparatus. If the existing industries be then 
properly and carefully nurtured, there will be further all-round 
advancements as in America after the end of the first Great War. 


Several factories are now engaged in the preparation of 
armaments and other ordnance supplies. These would 
undoubtedly relieve a considerable number of men _ trained 
directly or indirectly in mechanised industries. These men 
might be profitably utilised in the post-war construction of 
other industries. A careful planning is.also required to increase 
our peace-time production for adjustment of the increases in 
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wages instituted during the last few years. A considerable 
attention is then to be directed towards certain researches and 
investigations from the very beginning. What industries are 
most needed by India are well-known. For the subject matter 
under review, it may be said that the extension, and improve- 
ment of coal tar distillation plants in Tata, Loyabad and 
Barakar, sea-salt products like magnesium salts, liquid bromine 
at Okha and other centres, certain vegetable and plant products 
like ethyl alcohol, potash salts, turpentine, thymol, gums, 
tragacanth, morphine, atropine in the Province of the United 
Provinces and the Punjab, are the immediate necessities. The 
various ‘intermediates’ necessary for successful drug industry 
may be produced in the existing manufacturing concerns in 
Calcutta and Bombay. The fermentation industry might be 
more fully developed in Bengal and Bangalore to offer various 
solvents, and salts like citrates, gluconates, lactates etc. 
Electrochemical ,industries might easily offer us carbides 
permanganates, perchlorates, ferrocyanide, chlorine and the 
like material. By catalytic reaction we can easily produce 
formalin, hexamin as has already been shown in_ the 
Research Institute at Bangalore. Processing of food is 
now an established industry in India. For the transition period 
the University laboratories may be safely entrusted with the 
production of more costly and fine chemicals such as stains, 
microscopic and analytical reagents. Similarly the luminescent 
chemicals like calcium tungstate, cadmium tungstate and will- 
emite fluorescent materials necessary for x-ray intestifying 
screens may be produced. The optical glass required for tele- 
scopes, microscopes and other instruments may not be so 
available; but all-glass hypodermic syringe, ampoule, syringe, 
blood extractor have already been produced in a glass factory 
in Calcutta. When potash—an essential constituent of certain 
glasses, is available from molasses of our sugar factories, our 
glass makers will never need to wait again for this substance 
to the foreign supply. .By addition of various metallic oxides 
the glass acquires the dual property of arresting both the 
ultraviolet and the heat radiations. As such, the local glass 
industries would be in a position to supply us spectacle lenses 
even for those workers who would be exposed to powerful 
light and heat rays. All these would help us in general, 
pharmacognostical and bacteriological work. The metal 
industries developed in and around Caicutta and Benares, would 
be in a position to supply us with microtome, anesthetic vapour 
apparatus, kymograph and other finer mechanical devices 
essential for the diagnosis, and control of the various ailments, 
and for assay of their remedies. The surgical cotton and anti- 
septic dressings are being produced in huge quantities to meet 
any demand. The rubber and allied industries are already 
supplying us the necessary materials like air pressing bulbs, 
ice and hot water bags, various tubings, capsules etc. The 
existing biological concerns in Calcuta are in a position to 
meet the demands of sera and vaccines in quantity and quality. 
A short review of the more important preparations of medical 
interest show that the country is in a position to produce the 
many essential requisites for the development of full-fledged 
drug and allied industries. 


The Indian industries would, however, be interested in 
knowing whether they can count on Government co-operation, 
sympathy and support in any planned industrial development 
of India. The Government’s attitude in the past was one of 
uninterrupted obstruction and discouragement. There are 
sufficient instances to indicate clearly the negative attitude of 
the Government towards industrial expansion of the country. 
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Even during the present war when development of heavy 
industries was considered essential in the interest of the United 
Nations by several economists and industrialists, the Govern- 
ment stubbornly resisted any such development lest it may 
jeopardise vested commercial and trade interests in India in 
future. Uptil now nothing of importance has happened to fore- 
shadow a substantial change in the Government’s industrial 
policy. One may refer to the creation of the Department of 
Planning and Development and the appointment of a Member 
as signalling a change of Government attitude with regard 
to their industrial policy. We now understand that the Gov- 
ernment have contemplated a large expenditure of Rs. 450 crores 
on road development and have projected expansion in railways, 
waterways, aviation, forest and fisheries. The urgent question 
of the development of chemical industries, heavy and _ basic, 
has received little or no attention, and is being brushed aside 
either on technical or constitutional grounds or for both. 
Recently the Government has, however, published a report of 
its technical mission appointed to advise on the production of 
artificial fertilisers. 


Professor A. V. Hill, a famous physiologist was, recently 
invited for offering us advice about scientific research parti- 
cularly in connection with future plans for national development. 
He has advised us to concentrate our energies and attention on 
the development of biological sciences. He in his Messel Lecture 
to the Society Chemical Industry on the 13th October, 1944, 
“on Science in India,” has opined that the first of India’s 
scientific needs is to strengthen and expand education and 
research in medicine, biochemistry, physiology, zoology, botany, 
genetics etc. etc. These would certainly help us in advancing 
our knowledge on health, nutrition and agriculture. India is 
an agricultural country. Of the population of India about 
85% is rural, consisting mainly of peasant farmers, or farm 
labourers and their families. Most of them are again living 
on the verge of starvation and suffer for ill-health and various 
diseases. How can we improve their agriculture, nutrition 
and health by studying biological sciences only? Where 
will we get fertilisers for better agricultural production, how 
can we remove the chronic malnutrition without offering milk 
and other food factors and how can we protect them from the 
attacks of diseases without producing modern medicaments? 
All these demand a more thorough study on the sciences of 
physics, chemistry, engineering and metallurgy as on these 
the progress and development of various industries, and conse- 
quent welfare and economic uplift of the country depend. 
When viewed from this angle, the opinion of the great pro- 
fessor Hill seems to be somewhat astounding. 


The future of Drug Industry—a secondary industry can 
not be assured unless we are sure of the development of the 
primary industries within the country. With the present 
political condition of the country, we have no other alternative 
but to move with wider outlook and try to produce whatever 
we can after considering the availability of raw materials, 
problems of labour, transport and market. We should make 
a review of the technical talents available, and proceed on 
very judiciously. The Planning Member has informed us 
that the Government have proposed to send a large number 
of Indian students for technical training in the near future to 
the United Kingdom and the United States of America. This 
seems to be a step in the right direction; but how far this 
policy would be helpful in any future development of Indian 
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Industries, remains a matter of opinion. How far the 
scientists would be benefited from such training? Prof. A. V. 
Hill in his recent Messel Lecture has appealed to the industrial- 
ists of his own country that they should not hesitate to offer 
the Indian scientists every facilities and train them in right 
direction as there is no fear in very near future of any com- 
petition from Indian industries with the British as the former 
are far behind. On the other hand, such facilities would offer a 
fine chance of utilising the £1000 million of Indian money 
that is lying idle. The question naturally arises whether the 
above policy of sending Indian scientists abroad is going to 
be followed for an industrial training or for the utilisation 
of the sterling balance? It may be emphasised here that 
importing plants and technical talents from outside and 
organising the sales within the country, might help in the 
development of basic industries, but this will not help in the 
development of drug industry. The drug industry does not 
mean to produce and manufacture only but also to develop 
newer ideas, improve quality and introduce fresh features in 
the commodities to be produced. This would lead to a renewed 
movement among business men towards greater reliance on 
research. Science would then synchronise with industry, and 
the scientists would come to more close co-operation with the 
industrialists of the country. Both may then place their 
arguments and difficulties to the public men and _ politicians 
who would in their turn press the State for adjustment in the 
foreign policy, tariff rules, customs and excise regulations, and 
system of taxation as all these are also necessary for future 
development of our industry. In these respects too the Govern- 
ment have not yet thought fit to indicate to the public how 
industrial controls will operate in future and to what extent 
they are going to modifiy their present tariff and protection 
policy. Further, there is no indication that the existing 
controls imposed under the Defence of India Rules and detri- 
mental, by their nature, to the growth of industries will cease 
to operate in the near future. On the other hand we hear 
that quite a large number of British salesmen with pass-ports 
and special privileges are roaming throughout the country 
explaining the position of British industries and promising 
goods of British manufacture for delivery in post-war period. 
An assurance to protect Indian industries is, however, coming 
forth from Sir Ardeshir Dalal. Similar assurances also came 
from Sir P. C. Ramaswami Aiyar and Sir Joseph Bhore while 
they were Commerce Members of the Government of India. 
Unfortunately they could not do anything for the benefit of 
India 


Lastly if we desire to develop our drug industry, we will 
have to create confidence in the minds of the public in general 
and medical practitioners in particular that drugs of quality, 
standard and potency might be produced, and are being pro- 
duced in India. For this, no other question remains but to 
enforce the Drug Act 1940, and to establish a Central Drug 
Testing Laboratory in India with numerous branches through- 
out the various parts of the country, and thereby, to enforce 
that no drug be marketed unless it has been tested and 
certified by the Standardisation Laboratory. The scope and 
and future of the Drug Industry in India thus solely depend 
on the development of an unified national planning. But the 
question remains whether this would ever be possible unlesss 
the political condition of the country is, or, can be changed. 


INJURIES IN AHMEDABAD TEXTILE INDUSTRY* 
A Critical Review of their Prevalence, Treatment Given 


and Compensation Awarded 
MANIBHAI D. DESAI, m.s. (MADRAS), B.M.S. 


Resident Medical Officer, Civil Hospital, 
Ahmedabad 


INTRODUCTION 


Ahmedabad is well-known for its textile industry. It is 
estimated that there are about 1,30,000 hands working in the 
mills and about 10,000 more in factories dependent upon the 
textile industry. This means that of the total population of 
about 700,000, 20 per cent are mill-workers in the city of 
Ahmedabad. 

It is a common knowledge that along with the progress 
of industrialization, accidents are increased. This increase is 
much more noticeable now-a-days because mills are working 
day and night to fulfill the increased demands of war. It is 
my intention to study these injuries in detail in this paper, 
thereby utilizing the opportunity availed to me at the Civil 
Hospital, Ahmedabad, of treating and following up such 
injured persons. 

There are seventy mills in this city. Except one group (vis., 
Calico-Jubilee) no mill provides in-door treatment for their 
workers. A few mills have full-time medical officers but most 
of the mills have part-time doctors and/or compounders. This 
medical staff treats mostly medical cases and it is by accident 
only that the injured person gets even first-aid treatment in time 
at these poorly-equipped mill dispensaries. This is a disgrace to 
rich mill-magnets of the city of Ahmedabad, capital of Gujrat, a 
province well known throughout India for the enterprising and 
benevolent deeds in all fields. 

The Civil Hospital treats most of the severe mill accidents. 
The actual figures of cases treated at the Hospital are given 
below: (Table 1). 


Taste 1—SHowING THE NUMBER OF CaSES TREATED 


No. injured 

1065 
1284 
1128 


The figures of the table 2 confirm the common belief that the 
injuries of the upper extremities are the commonest (63-7 per 
cent) and that the right hand is more commonly injuries than 
the left (1-4:1). 

The injuries to the head, face and eyes forming about 
3-9 per cent of all the injuries are also noteworthy. It will 
be also seen that burns are fairly common. 

Most of the injuries to the fingers referred to the Civil 
Hospital for treatment were complicated with fractures, majority 
of which being compound. Out of 290 fractures which. the 
writer treated at the fracture-clinic of the Civil Hospital, 
during the year under review (1941), 94 cases were of 
phalanges and metacarpal bones of which a few only were 
caused by assaults or accidents, the remaining being due to 
mill injuries. 

It was my intention to supply data of the cases treated 
with primary excision with or without the local use of sulpho- 
namide, of cases treated with primary suture without exploration, 


A Paper read at the Scientific Section of XX All India 
Medical Conference at Ahmedabad in December, 1943. 
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TABLE 2 SHOWS THE DETAILS OF THE CASES DEALT IN 194] 
(1284 cases). 


TABLE 2 


1,284 
22 days 


Total cases analysed .. 
Average stay in the hospital 
as an in-door patient for fractures 


INJURIES IN AHMEDABAD TEXTILE INDUSTRY 


DETAILS OF THE INJURIES 
Injuries to upper extremities 
Right side 471 
Left side 346 
Injuries to thumbs 
Right 78 
Left 54 
Injuries to index fingers 
Right 124 
Left 78 
Injuries to middle fingers 
Right 56 
Left 61 
Injuries to ring fingers oe 


Left 26 


Total 
. 817 


132 


117 


Injuries to palm with multiple 
injuries to fingers ie 
Right 116 
Left 69 
Injuries to forearm 
Right 46 
Left 30 
Injuries to arm .. 
Right 14 
Left 12 
Injuries to lower extremities 
Right 82 
Left 89 
Injuries to head and face on «+ Joe 
Injuries to eyes 
Injuries to remaining parts of the body 46 


number of cases in which sepsis developed, anzsthesia used, 
average stay in the hospital, percentage of mortality directly 
attributable to injuries etc., but unfortunately detailed data 
could not be obtained from the case sheets. The cause of 
omission of such important information it is not far too seek. 
It is lack of interest in these minor operations on the part of 
the surgeon who is too busy otherwise in major surgery and 
for the houseman, the work is not spectacular but tedious, more 
so because the boss is not taking any interest in them. Perhaps 
it might be considered too much on my part to say—though 
the fact remains—that many of our senor surgeons lack behind 
in making efforts to keep abreast with this branch of Traumatic 
Surgery—a branch which has made tremendous progress since 
the Spanish Civil War. 
TREATMENT 


Lack of uniformity in treatment among surgeons working 
under the same roof is also distressing in these days when 
almost rigid rules are chalked out for such types of injuries. 
I cannot help pointing out, painful though it is, that still many 
surgeons rush for rapid surgery (generally an amputation) 
for a compound fractured finger or thumb thinking all the 
while that thereby they are reducing the period of incapacity. 

Lamentable as it is, this carelessness and lack of uniformity 
of treatment, after-treatment given to these industrial workmen 
is pitiable and far from satisfactory. The general hospitals in 
Ahmedabad are always overcrowded. The result is that on 
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admission days, surgeon is always in search of patients who 
can be discharged and who else is more fit than a workman, 
moving about with only a ‘trivial’ injury on one of his fingers. 
“He can easily attend the out-patient department”, says he and 
out goes the incapacitated wage-earning man to be dressed at 
the out-patient department of a general hospital by a doctor or 
a nurse who may not be unsympathetic but is usually quite 
ignorant of the nature of original injury, of treatment carried 
out on the first day, and of the complications dreaded of! Insuffi- 
ciency of staff, inadequate supply of materials, doubtful 
sterilisation of dressings etc. are other difficulties on his way. 


CoMPENSATION 


Regarding the award of compensation, there is a confusion 
too. I said “confusion” because at every step, the workman is 
at a loss to understand what next he should do. Though the 
compensation is paid by the Insurance Companies, the attitude 
of most of the mill authorities is far from helpful to workmen. 
I can even say from my experience that in many cases, it is 
even antagonistic. Very rarely they pay Rs. 10/-, fees neces- 
sary for assessment of incapacity in Form A to the workman, 
with the result that he has to spend from his own pocket 
Rs. 5/-, a sum irrecoverable afterwards. The same tale can 
be told about the supply of costly drugs and materials to the 
hospital. 

In my opinion, the Form B which the workman takes away 
at the end of the treatment is incomplete. In it is only mentioned 
the dates of admission and discharge (not of cure). In the 
absence of any mention about existence of incapacity, temporary 
or permanent it is difficult for the mill authorites to take 
initiative in the matter. I think, Form B should be so modified 
as could also be used to indicate temporary incapacity, so that 
the workman may go on getting his half-months payments till 
he is cured. The Form A will remain, as at present, indicating 
partial or total permanent incapacity, on the assessment of 
which he can claim his compensation. 


The assessment of degree of incapacity is knotty problem. 
Unfortunately Schedule I given at the end of the Indian 
Workmen’s Compensation Act is very incomplete for the 
medical man who has to estimate the incapacity. I have 
nothing to say about the figures of average loss of earning 
capacity for injuries to different parts of body (I may point out 
however that these figures are lower than those in the Western 
Countries) as it is argued that they represent the percentage 
diminution in the wages which the average man can expect 
to earn, nor have I to doubt the alleged possibility of removal 
of a fruitful source of legal disputes if these figures had been 
ambiguous and not fixed. However I object to the omission 
of many injuries or combination of injuries being scheduled 
in the Act for the guidance of the estimator. It is left at 
present entirely to his guessing, resulting in different assess- 
ments by different estimators and the dispute which the 
framers of the Act desired to avoid, arises. Fortunately there 
are many books on the subject for asigning the incapacity, 
the most remarkable being work of L. Mayet but few medical 
men who are required to assess, find time enough to consult 
such books or even their summary. 

An illustration will clear the point. I once attended the 
Court of Commissioner for Workmen’s Compensation on behalf 
of the Insurance Company in a disputed case in which a work- 
man had lost four fingers of the right hand; the thumb was 
remaining and was mobile. Our assessment was 35 per cent, 
that of the Textile Labour Association 60 per cent. The Civil 


Injuries to little fingers 
Right 10 
Left 12 | 
2, 


Surgeon had explained to me how the figure 35 per cent was 
reached. It was very simple. Total loss of right hand accord- 
ing to schedule is 60 per cent the valuation of thumb according 
to the same schedule is 25 per cent, so 60%—25% equal 35 per 
cent. He further instructed me to point out to the Court his 
liberality in assigning the incapacity, for according to schedule 
again, the loss of capacity would be only 25 per cent (index 
finger 10, plus middle, ring and little fingers, 5% each=25). 
When I argued on this line, the Commissioner said pointing out 
the foot-note that it was the utility of the remaining limb that 
was important and not what fingers are lost or left behind. 
I kept on arguing that intact wrist, palm and mobile thumb 
which can be opposed to palm could not be equal to ‘loss of 
arm below the elbow’. Further I pointed out, it should be 
remembered that partial disablement, when permanent must, 
involve a loss of earning capacity not merely in the occupation 
the man had at the time of accident but in every occupation 
which he was then of capable of carrying on. The Commis- 
sioner appreciated this but when he asked me what other 
occupation in a mill industry this workman can undertake, I 
had no answer. He awarded 50 per cent, with the remarks 
“even full 60 per cent would not have been unjustifiable.” 

The same day, for a bad case of Volkamann’s ischemic 
contracture of right hand, the Commissioner gave 60 per cent 
against our 40 per cent and in a third case for the loss of only 
remaining eye about 80 to 90 per cent against 40 per cent. For 
a case of. removal of spleen of a workman otherwise healthy 
and fit, I am sure, even members of a medical beard, if held, 
will find it difficult to come to an unanimous conclusion. The 
same will happen for injuries to testes, for deafness, for after- 
affects of head injuries etc. 

I quoted the instances to show how difficult it is to come 
to conclusion even for an impartial and disinterested party 
like the Civil Surgeon. The fact that the Textile Labour 
Association (representing about 40,000 workers) had to con- 
test about 188 cases for their members proves that such 
unsatisfactory results are not rare. [ feel that Government 
can provide useful data to estimators on the lines of Western 
Countries, by appointing a medical board which can work out 
the average figures of incapacity in different nature of 
injuries. Meanwhile conclusions arrived at by authorities like 
Mayet, Iselin and others should be freely consulted. 


CoNCLUSION 

The treatment of wounds of hands and fingers should be 
considered a social problem. I know the Government of India 
is investigating in health and welfare problem of industrial 
workers. That question, covering wide problems, is bound to 
take considerable time. Perhaps the question of satisfactory 
treatment of injuries might not be touched or solved at all. 
A satisfactory solution of such injuries require creation of 
clinics such as the one directed by Boéhler in Vienna, that of 
Judin in Moscow and those which have been organised in 
almost all the American cities. The city of Ahmedabad can 
have such a clinic for traumatic surgery, if Insurance 
Companies see the advantages in it in long run, if the mill 
magnets contribute a fraction of their profit for the welfare 
of their workers and if the Government encourages such a 
scheme. 

The ideal of Béhler’s treatment, viz., “The first treatment 
(on which the course of lesion will depend) must be so 
organised that the wound can be treated as soon as possible, 
during the day or during the night by a practitioner who is 
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PYELITIS IN PREGNANCY* 
With Report of a Case 


CHAMANLAL N. MEHTA, M.B.B.s., L.M. (DUB.), F.R.F.P.S. 
(GLAS.), F.C.P.S. (BOM.) 


Attention of the medical profession was drawn to the 
occurrence of pyelitis during pregnancy for the first time in 
1752. Since then various authors have reported cases in the 
literature but very few obstetricians have come forward in this 
country to give adequate thought to the subject. That is the 
reason why I am presenting the following case of pyelitis in 
pregnancy in detail with a review of literature on the subject 
to bring forth the different problems connected with the 
disease. 


Case Report 


Mrs. T. K. D., R. aged 24, second para was admitted to 
the hospital on the 8th February, 1944 for running high 
temperature with rigors during pregnancy. 

Condition on admission—The patient looked ill. Tempera- 
ture 102°F. Pulse 120 per min. Patient also complained of 
vomiting and pain in the abdomen and at the kidney angles at 
the back. Uterus enlarged to about 6 months’ pregnancy. 
F.H.S. present. Lungs, Liver and Spleen showed no abnor- 
mality. Urine contains Albumin+-+-+, plenty of pus cells 
and a fair number of R.B.C. Occasional renal cells. Culture 
revealed B. Coli infection. 

Previous History—First confinement normal four years ago. 
Rt. ovariotomy and ventrosuspension under spinal anzsthesia 
two years ago. Since the operation she complained of 
backache. 

Present illness—Till she completed her 4th month, she 
was progressing satisfactorily. On the 15th December, 1943 
she went to Matheran. On the 16th December on return from 
a rikshaw drive she suddenly felt pain in the abdomen and the 
temperature shot up to 103°F. with a rigor. She vomited 
several times. Doctor at Matheran suspected pyelitis as a 
few pus cells were found in her urine (ordinary sample). 
She returned to Bombay next day. Catheter specimen of 
urine showed acid reaction, a few pus cells and a trace of 
albumin. She was treated with large doses of alkali and two 
tablets of Cibazol every 8 hours. She could not tolerate Cibazol. 
It was replaced by Septalinamide and nicotinic acid on the 
26th December, 43. Temperature and vomiting subsided. 
W.B.C. count was 9,800 with 80 per cent polymorphonuclears. 

4th January, 1944: urine was alkaline, no albumin, 
hardly any pus cells, no R.B.C. 5th January. Alkaline mixture 
was replaced by an acid one and urotropin 45 grs. per day 
were administered. The temperature returned 4 days later with 
vomiting and rigors and continued to drop down within 2 
to 3 hours to rise again next day. The author was not con- 
sulted after this till the 23rd January. After ten days’ trial 
she was again put on alkaline mixture and injection of 
Pyelopurin and glucose I.V. On the 20th January W.B.C. 
were 9,600 and pus cells were present in the urine. 


8th February. The condition not improving. She sought 
admission to the hospital, her condition being as described 
above. Alkalies, Pyelopurin, glucose and Redoxon injection 
intravenously were given twice a day. Temperature subsided 


* Presented before the Obstetrics and Gynzcological Section 
of the 21st All-India Medical Conference, Cawnpore on the 28th 
December, 1944. 
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Fie. 3. 
~ Left. Pelvic Ureter is greatly dilated 
Bladder is seen filled and normal. 45 
minutes after intravenous injection. 


Fie. 2. 
Pelves of both the Kidneys and Ureters 
ed to some extent, taken 30 
minutes after the intravenous injection 
of Urocap. 24. 4. 44. 


Fig. 1. 
Pelves of the Kidney and Ureters 
visualised 90 minutes after the intra- 
venous injection of Urocap. 


Fig. 4. 
Left Ureter appear to be greatly 


Fig. 5. 
{ ar Left Pelvic Ureter is more dilated than the } right. 
after intravenous injection. 


Dilatation seems to be due to spasm at the ureteral orifice. 
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next day but pain and vomiting continued off and on. She 
then developed pain on the bladder region which was relieved 
by application of linseed poultices. Temperature returned on 
the 14th February. Throughout the illness her urine excretion 
was from 24 to 47 ozs. per day. Inspite of treatment there was 
no change in the character of her urine. Temperature with 
rigor used to shoot up once a day and later twice to the height 
of 103°F, dropping down to normal after 2 to 3 hours. 

16th February, 1944. Descending pyelography was done 
with intravenous injection of Urocap (M. & B.). 7 minutes 
after the injection left pelvis was visualised and 20 minutes 
after left ureter upto the pelvic brim and the calyces on the 
right side. 

As the patient was getting exhausted further exposures 
were not taken. 

On the 19th February 2nd Pyelography was done. 40 
minutes after the injection the both sides of pelvis of kidneys 
could be visualised but not the ureters. 90 minutes after 
the injection:—left pelvis and ureter were well visualised 
but on the right they were faintly so. 90 minutes later 
both the pelves and ureters were properly visualised. The 
pelves and calyces of the kidneys and the ureters were 
greatly distended. Upward pressure of urine in them was 
so great that the dye excreted could not descend and took 
one and a half hours to reach the bladder and that too 
from the left ureter only. It did not reach the bladder from the 
right ureter. After the pyelography on both occasious 
the patient had very strong reaction. Temperature shot up 
to 106°F. with rigors twice a day; Pyelopurin, Redoxon 
forte and glucose injection was continued with alkaline 
mixture and Citralka (P. & D.). As it was clear that the 
condition was due to obstruction of the ureters by the 
uterus and as the patient’s general condition was deteriorat- 
ing, termination of pregnancy was decided upon. The 
patient was carrying 7th month. Another obstetrician agreed 
with the decision. 

On the 21st February, 1944 without anesthesia, the cervix 
was dilated to No. 16 Fentona dilators and membranes were rup- 
tured with a long uterine probe guided by a finger in the 
cervical canal., liq. amnii was drained out. Next day a 
capsule of quinine 4 grs. was given thrice at an hourly interval 
followed by hourly injection of pituitrine, 0-25 cc. for 3 
injections. The patient confined naturally of a living foetus 
in its 7th month. Child expired on the 4th day. 

On the day of the confinement—(22nd February) 10 c.c. of 
Soluseptasine and glucose 25 c.c. of 25 per cent solution with 
Redoxon Forte were given intravenously. Alkaline mixture 
and Citralka with liver and iron by mouth were continued. 

24th February—Temperature did not rise and the patient 
progressed satisfactorily till her discharge from the hospital 
on the 13th March. Pain and vomiting subsided from the 
3rd day after the confinement and did not recur. Solusepta- 
sine, glucose and redoxon were intravenously administered 
till the 28th February, i.e., in all six injections were given, 
total dose of Sulphanilamide being 6 gms. Subsequently 
Pyelopurine and glucose were given intravenously every 4th 
day and had 5 injections by the time patient left the hospital. 

From 2nd March urine condition improved steadily. On 
the zzth March, i.e., 19th day of the puerperium there were 
only 2-3 pus celis and an occasional red blood cell but there 
was persistent opalescence suggesting bacilluria. Patient was 
by now on a full diet, quite cheerful, no pain, no vomiting, no 
temperature for 18 days. She was allowed to go home. 
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24th March—32 days after her confinement she was doing 
quite well. Examination of ordinary sample of urine gave the 
following finditigs :—Reaction—amphoteric; Alb.—trace; Pus 
cells—3-4 per field; no R.B.C.; Occasional Bladder epithelial 
cells; Opalescence persisting. She was put on weekly injections 
of 10 c.c. Soluseptasine and 25 c.c. glucose (25 per cent). 


toth April—Urine was acid, Specific Gravity—1020, 
faintly opalescent, albumin trace, 2-3 pus cells per field. 
16th June, 1944—Catheter sample of urine transparency- 
slightly hazy, acid, Specific Gravity—1008, Alb.—trace, Pus 
cells—4-5 per field. R.B.C., nil. Gram negative bacilli present. 


28th October—(8 months after her confinement) her urine 
(catheter sample) was clear, specific gravity—1007, faintly 
acid, no alb.; 1-2 pus cells in 2nd or 3rd field. A few gram- 
negative bacilli occasionally were found but they did not 
have typical coliform morphology. 


Skiagrams—24th April, 1944—two months after her 
confinement descending pyelogram taken—Report—(1) 15 
minutes after injection both kidneys excrete the dye well 
suggesting that function of the kidneys is fairly good, (2) 30 
minutes after, pelves of both kidneys and ureters are slightly 
dilated (3) 45 minutes after injection, left pelvic ureter is 
greatly dilated, bladder is seen filled and normal. There is 
regular contour deformity in the upper part of the bladder due 
to uterus pressing on it. 


Remarks—Pelves of both kidneys and ureters are slightly 
dilated. Left pelvic ureter is greatly dilated. There was no 
reaction. 


29th August, 1944—Six months after the termination of 
pregnancy skiagram was again taken. The report was:— 
(1) 15 minutes intravenous injection of Urocap, pelves and 
calyces of both kidneys dilated. Kidneys normal in size. 
(2) 25 minutes after the Injection—left ureter seems to be 
greatly dilated. (3): 30 minutes after the injection—left pelvic 
ureter is more dilated than the right. Dilatation of the ureters 
seems to be due to spasm at the ureteral orifice. 


Remarks—Pyelography would not give a definite idea 
about the contraction of dilated ureters as the filling of ureters 
depend on the excretion of the dye. When the dye is excreted 
slowly ureters may look thinner, while when rapidly excreted, 
dilated ureters may be seen. 

7th November—Urea clearance and urea concentration 
tests were done. Kidneys were found to be working fairly 
satisfactorily. 

12th November—As the patient was feeling some pain 
and discomfort in the left lumber region she was put on 
prostigmine tablets one twice daily for about a week. She 
was feeling some discomfort, it was reduced to one and she 
felt better. She is having no drug for the last fortnight; except 
some backache she feels well. 


Discussion 


Kaltenback in 1872 described a case of pyelitis and in 
1892 Relaub submitted a series of cases of definite pyelitis. 
Subsequent statistical investigation put the incidence of pyelitis 
in pregnancy at 1-2 per cent of the total number of deliveries. 

Organism giving rise to this complication have been in a 
great majority of cases B. Coli. -Prather and Sewall (1942) 
showed that B. Coli were responsible in 91 per cent of cases 
of pyelitis, gram-positive cocci in 5 per cent, only in 4 per cent 
there was mixed infection. 
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Why should pregnant women be more prone to urinary 
infection causing pyelitis and where does the infection come 
from? It may be endogenous or exogenous. Endogenous 
infection may be from septic foci somewhere in the body; 
usual sites being tonsils, sinuses, appendix or any other walled- 
off abscess, cervix or from the colon. It might be also lingering 
in the pelvis of the kidney. The infection from these sites is 
carried to kidney either through blood vessels or by lymphatics. 
Exogenous infection is an ascending infection from the 
urethra or bladder. 

Inspite of the organisms causing pyelitis being likely to be 
found in almost all women, why is it that pregnant women and 
that too only in 1-2 per cent of them, showed signs and symp- 
toms of pyelitis? It is said that unless there is stagnation 
of urine in the urinary system there is no likelihood of infection, 
women having free excretion of urine do not develop pyelitis, 
and that stagnation of urine occurs because of dilatation of 
ureters and pelvis of the kidney. Abraham, Bumm and 
Rosving quoted by Adiar and Steglietz (1934) stressed the 
importance of stasis as early as 1899 and many a_ worker 
supported this view subsequently. As early as 1841 Rayers 
and Cruveilhier quoted by Adiar and Steglietz (1934) gave 
description of dilatation of the ureters. 

Kretschmes and Heaney (1925) gathered statistics of 
dilatation of ureters and pelvis of the kidney by a study of 
retrograde pyelography and showed bilateral, unilateral and 
old dilatations. Their further studies on normal pregnant 
women showed dilatation of ureters and pelvis of the kidney 
in 100 per cent of their cases. 

Rowentree in 1923 quoted by Adiar and Steglietz (1934) 
and Swick and Binz in 1929 quoted by Hundley (1935) deve- 
loped intravenous pyelography and showed constant occurrence 
of dilatation of urinary tract during pregnancy. 

Duncan and Seng (1928) and Paul Schumacher (1930) 
studied by retrograde pyelography one hundred cases of 
normal pregnant women; Adiar and Steglietz in 1934 mado a 
similar study. Baird (1932) made a study of autopsies of 
84 women dying during pregnancy and within a few days of 
delivery. Mason Hundley and others (1935) made a thorough 
study by intravenous pyelography of the urinary tract in normal 
women during succeeding months of pregnancy and puerperium. 
By indwelling catheters they studied cases with big pelvic 
tumours and pre and post-operative manifestations. 

The findings of all these workers may be summarised as 
following :— 

1. Dilatation of the ureters and pelvis of the kidney 
was always present in pregnancy. 

2. The dilatation increased as pregnancy progressed 
and that the dilatation was stationary in the 
last few weeks. 

3. Dilatation reached a radius of 2 to 2-5 cm.m. 

4. Dilatation was invariably above the brim of thie 
pelvis but in 13 cases, studied between the ninth and 
the 15th week, pelvic ureter was visualised in all 
but one and only 3 showed slight dilatation of the 
pelvic ureter. 

5. It was mostly bilateral but the right ureter was 
dilated more than the left. 

6. If it was unilateral it was the right side affected 
in majority of the cases. 

7. That this dilatation continued to be present even 
post-partum and in a lesser degree over a long 
period. 
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8. That besides the dilatation, the ureters were found 
to be lengthened and kinked and the latter occurring 
very near the pelvis of the kidney or at the 
junction of the upper and the middle third. 

9. There was hydronephrosis and hydroureters. 

10. There was always stagnation of urine in ureters 
and pelvis of the kidney and that the excretion of 
urine was delayed. 

11. The excretion of the dye was delayed and frequently 
a delay of thirty to forty-five minutes was nece5- 
sary before satisfactory film could be obtained. 

12. Portion of the ureter which runs over the pelvis 
was not visualised whereas the pelvic ureter was 
well outlined. In not one case was found a 
definite and significant dilatation of the pelvic 
portion of the ureter. 

The next question is what brings on this dilatation of 
ureters and stagnation? The following are a few of the 
theories in this respect :— 

1. Pressure of the uterus on the ureters at the pelvic 
brim which occurs more frequently on the right 
during the weeks when uterus rises above the 
pelvic brim. 

2. Hofbauers’ theory of hypertrophy of circular muscle 
fibres of ureters at its junction with the bladder 
and of the ureteral sphincter in the bladder and 
also of an inch or so of the lower end of the 
ureter and thickening of its sheath. 

3. Hormonal theory which tries to prove that increase 
of corpus luteum hormone, progestin—during 
pregnancy softens the involuntary muscles of the 
ureters and pelvis of the kidney and produces 
atony of their muscles. Soft and heavy uterus 
falls like a dead weight on the ureter at the brim 
and causes obstruction. Stasis of urine brings 
on dilatation, more urine collects and more dilata- 
tion occurs. Mason Hundley and William Diehle 
(1942) by their experiments and tracings of peris- 
talsis in the ureters have proved this theory almost 
to the hilt. At the same time their own earlier 
work had shown that in the early weeks of 
pregnancy, pelvic ureters were found dilated in 
some cases. This can be explained by accepting 
Hofbauer’s theory (1928). 

I think at the present moment we will have to accept all 
the three theories to explain the stasis of urine in the ureters 
and pelvis of the kidney, giving rise to hydronephrosis and 
hydroureters. 

Study on these theories is very interesting no doubt, but 
an obstetric clinician is more concerned with the prophylaxis, 
treatment and prognosis of pyelitis. Once the aetiological 
factors of pyelitis are known, prophylaxis and treatment are 
not difficult problems to solve. In recent years sulpha group 
of drugs have given excellent results and some authorities see 
no necessity ever to induce premature labour. 

Most important and difficult question is about prognosis, 
and the following queries are to be considered :— 

1. Does the infection linger on and for how long? 

2. Do the ureters and pelvis of the kidney ever regain 

* original dimensions? 

3. Are the woman who had pyelitis prone to develop 
the same complication in subsequent pregnancies? 

4. Is the damage done to the kidney a permanent one? 


5. Are they likely to develop toxemia of pregnancy? 

6. Should these women be allowed to conceive again? 

These are some of the problems before an obstetrician. 

Literature gives some answers to the questions raised by 
Mason Hundley and other (loc. cit.) from their study 
of normal pregnant women observed that regressive changes did 
not seem to be so rapid as opined by some other authors. 
This period, they said, varied from 10 days to 56 days. They 
further observed that frank infection greatly retarded and 
delayed the normal involution process. 

Bayer and McClane (1940), Peter and his co- 
workers (1936) Mussey and Lovelady, (1940), Crabtree and 
Reid (1942), Prather and Sewall (1942) have made. 
from their study of women who had had pyelitis during previous 
pregnancy, following deductions on the prognosis of such 
cases :— 

1. Forty per cent of the cases will flare up during future 
pregnancy before it reached to term. 

2. Of 17 cases of acute pyelitis studied by one of the 
above workers, three developed hypertensive 
toxemia and fatal inflammatory condition in 
kidney in one. 

3. Women with undoubted renal disease should be 
advised against subsequent pregnancy but not all 
cases of pyelitis. 

4. Acute pyelitis of pregnancy is rarely either direct 
or indirect cause of acute hypertensive toxzmia 
which arises in the course of pregnancy. 

5. After careful survey of 45 cases, in one of the 
studies in which investigation was taken up 5-10 
years after the attack of pyelonephritis, the investi- 
gator came to the conclusion that pyelonephritis 
of pregnancy should be looked upon as a progres- 
sive disease in many cases. 

6. A study of 72 cases of pyelonephritis by a different 
set of workers brought out that 65 per cent subse- 
quent pregnancies were normal and with no 
clinical evidence of pyelonephritis. Twenty-three 
per cent developed pyelonephritis in subsequent 
pregnancies; 12 per cent had toxemia in subse- 
quent pregnancies. Of the 43 cases who had their 
urine sterile post-partum following initial pyelone- 
phritis, 8 developed pyelonephritis in subsequent 
pregnancies. Of the 36 cases who showed infec- 
tion in the interval of pregnancies, 14 developed 
pyelonephritis. 

7. One woman, in every 4-5 women, who developed 
pyelonephritis, has a chance of developing it in 
future pregnancies and chances are more if 
urinary infection is present when she conceives. 
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PELVIC PAIN 
Its Aetiology and Treatment 
(Miss) D. M. SATUR, B.A., M.B.B.S., M.M.S.A. (LOND.), 
F.R.C.S. (EDIN.), W.M.S. 
Lucknow 


INTRODUCTION 


The subject of pelvic pain is, I am afraid, a very wide one. 
It should include within its scope, pain generated in the pelvis, 
not only from the internal genital organs but the other pelvic 
viscera as well, as for instance, the bladder, rectum and lower 
part of the ureters. The pelvic organs have a close relation 
to the structures of the pelvis. It will be easy to see therefore 
that affections of the bones and joints of the pelvis may give 
rise to pain on their own account, besides such pain being 
referred to them from pathological conditions of the pelvic 
organs. This will be made clear later on in the course of 
discussion. Again, infective or other conditions may extend 
into the pelvis from the abdominal cavity, and give rise to 
pelvic pain. A typical example of this is appendicitis in a 
pelvic type of appendix, which either on its own, or by involve- 
ment of the right tube and ovary, gives rise to right sided 
pelvic. pain. 

If our remarks are to be restricted to the gynecological 
origin of pelvic pain then a more apt title for this paper would 
have been “Pain in gynecology, its ztiology and treatment”. 
I propose here to limit myself to this aspect of the subject 
only and to refer to extra-genital pelvic pain whenever neces- 
sary, only for purposes of differential diagnosis. 


Pain IN GYNAECOLOGY 


To talk of pain in gynecology would be to review nearly 
the whole of the subject of gynzcology. Most of the ailments of 
women sooner or later give rise to some degree of discomfort 
or pain which brings them to the gynecologist. Pain is, 
generally speaking a very important symptom from the point 
of view of the patient, and that which, more than any other, 
brings her to seek the advice of the doctor. In certain condi- 
tions of the pelvic organs it may be a very early and acute 
symptom, as in tubal pregnancy, while in others it may super- 
vene in the later stages of the disease. Such an instance is 
carcinoma of the cervix. Since pain then is what usually first 
brings the patient for advice and treatment, we can well 
realise how much more hopeful would be the outlook for 
conditions in which it is an early symptom, since attention 
could be directed to the cause from the beginning alone. 

Why should pelvic pain be felt early in some conditions 
and late in others? Or again, why should it differ so in 
character? Some patients may complain of a dull ache or 
heaviness in the suprapubic region; others of sharp, shooting 
or cutting pain in the iliac fosse. The pain may be inter- 
mittent and spasmodic in some cases, constant in others, 
localised in the pelvis or referred to other areas; or again 
there may be a chronic incapacitating ache in the low back 
region. 

A study of the innervation of the female genital organs 
would enable us to understand these various complexities of - 
the pain syndrome in gynecology, and I shall now make a 
brief survey of the existing state of knowledge regarding this 
matter. 

The internal genital organs of women, while being supplied 
abundantly with sympathetic fibres, and to a less extent with 
parasympathetic, are very scantily supplied with sensory 
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nerves. Because of this, they are insensitive ordinarily to 
such stimuli as would produce pain if applied to surface tissues 
such as skin and muscle. With the exception of the internal 
os, the cervix, body of the uterus, tubes and ovaries are 
insensitive to pain stimuli in varying degrees. The ovary 
however is sensitive to pressure. Because of this, patients 
complain of dyspareunia when their ovaries are prolapsed. In 
the course of a pelvic examination, when the ovaries are 
grasped between the examining fingers, the patient often 
experiences a peculiar tender sensation. 

We know that when the cervix is healthy it may be 
grasped with a vulsellum and moved for a considerable range 
in any direction without pain being elicited. The moment 
however a dilator is introduced into the internal os, the patient 
begins to feel and resent. It may also have been observed 
in the course of a supra-vaginal hysterectomy, that although 
the patient is under the anesthetic, there is some degree of 
resistance on her part when the surgeon comes to work in the 
region of the internal os, or pulls on that area. This is 
perhaps all due to the internal os being more sensitive to pain 
stimuli than the ret of the uterus. This insensitiveness to 
pain is not only the case in the normal healthy condition of 
these organs, but also when they are affected by pathological 
lesions. The pelvic peritoneum on the contrary is unduly 
sensitive, and it is only when the pathological condition 
affecting the pelvic organ extends to the peritoneum covering 
that organ, that pain is experienced. Pain is also felt when the 
peritoneum is involved by other means than direct extension, 
as for instance inflammatory spill in suppurative salpingitis, or 
hemorrhagic spill in tubal abortion. 


Nerve Suppty oF FEMALE GENITAL ORGANS 


.The sympathetic nerve supply of the female genital organs 
is through the pre-sacral nerve or superior hypogastric plexus 
which is situated in front of the promontary of the sacrum in 
the midline. It is the downward continuation of the aortic 
plexus which again is connected with the coeliac and superior 
and inferior mesenteric plexuses. The pre-sacral nerve is 
roughly taringular in shape and well-defined, with its apex 
directed upwards towards the bifurcation of the aorta and is 
about 5-6 cms. long. It divides below into two branches, the 
hypogastric nerves which pass laterally along the pelvic wall 
and end in the hypogastric ganglion or inferior hypogastric 
plexus. This plexus, also called Frankenhauser’s plexus or 
ganglion reaches the cervix on each side after encircling the 
lateral aspect of the ampulla of the rectum in the situation of 
the uterosacral ligaments. It receives fibres from the para- 
sympathetic through the nerves erigens and is the main nerve 
supply to the uterus, vagina, rectum, bladder and lower part 
of ureters. The ‘uterine fibres pass in a thick bundle along 
the uterosacral ligament to the cervix whence they are dis- 
tributed to the different parts of the organ. 

The ovaries are supplied from the ovarian plexus, the 
fibres of which reach the ovary, tubes and fundus of the uterus 
along with the ovarian vessels in the infundibulopelvic 

ligament. 
VISCERAL PAIN 

Nature of pain:—I have already observed that the internal 
genitalia do not possess nerves of pain sensation i.e. they do 
not appreciate stimuli like burning and cutting which would 
provoke pain if applied to the body surfaces generally. Certain 
intrinsic influences however, which. disturb the function of 
these viscera, give rise to Some amount of pain and to this, 
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the name of true or direct visceral pain has been given. Thus 
such influences as increased tension or increased peristalsis 
may originate visceral pain in the uterus, tubes, ovary or 
vagina, because of the functional disturbance they give rise to 
in these organs. 

Visceral pain can be recognised by certain characteristic 
features :— 

(a) It is usually deep-seated and of a dull heavy character. 
It may however be intermittent or spasmodic—when spasms 
are present, they synchronise with the exaggerated smooth 
muscle contractions, as in labour pains. 

(b) It is imperfectly localised, and the patient points to a 
wide area over which she thinks she feels the pain. In the 
case of the uterus the pain may be central, unilateral or 
bilateral. The bilateral development of the uterus from the 
Mullerian ducts may account for the unilateral character of 
some varieties of uterine pain. 

In the case of the tubes and ovaries, visceral pain may be 
unilateral, depending on the side affected. 

(c) Visceral pain is unaffected by movement and un- 
accompanied by tenderness or muscular rigidity. 

A second variety of pain experienced in diseases of the 
pelvic organs is referred or reflex pain, and the pathogenesis 
of this has been the subject of much controversy. Morley's 
view appears to be more acceptable than any other. He con- 
sidered that when the pathological condition of an organ 
extended to its peritoneal covering, secondary irritation of that 
peritoneum was the result. Impulses derived from this irritated 
peritoneum travelled to the cord via the sympathetic, whence 
they overflowed to the adjacent nerve cells in that section of 
the cord which were concerned with the reception of painful 
stimuli from the peripheral surfaces. An irritable focus was 
thus set up in the cord. A simple stimulus from those 
peripkeral surfaces which under ordinary conditions would not 
be appreciated, is now appreciated as pain by its passage 
through the irritable focus. Thus surface hyperalgesia was 
obtained. Morley called this a  peritoneocutaneous reflex. 
Muscular boarding or rigidity could be explained in the same 
way and to this Morley gave the name of peritoneomuscular 
reflex. 

SITE OF REFERRED PatN—The site of referred pain depends 
on the site of irritation of the peritoneum. Peritoneal pain 
reaches the consciousness of the individual as directly as a 
painful stimulus applied to the surface of the body, and so the 
site of the sensation of the pain is localised by the patient 
usually directly at the site of the irritation. 

The characteristics of referred pain are:— 

(a) It is superficial, sharp or stabbing in quality, as in 
sudden rupture of an ectopic pregnancy. 

(b) It is continuous, accurately localised and aggravated 
by movement. 

(c) It is accompanied by tenderness and rigidity of the 
abdominal muscles. 

This view of Morley’s is in keeping with what has been 
noted with regard to disease in the internal genital organs. In 
the absence of nerves of pain sensation, even gross lesions 
could exist without giving rise to pain, so long as the peritoneum 
remained unaffected. Pain is felt early in inflammatory 
conditions like salpingitis, or appendicitis, because of the early 
involvement of the peritoneum. The anterior peritoneum is 
more sensitive than the posterior, and therefore gives rise to 
more severe pain when affected. Severe back-ache however 
may arise from irritation of the posterior parietal peritoneum, 
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and is an important variety of referred pain in gynecology. 
An example of this is seen in the severe back-ache which 
results from chronic inflammatory conditions of tubes and 
ovaries in which the uterus is retroverted and bound down by 
adhesions to the adnexa and posterior pelvic peritoneum. 

Referred pain from diseases of the internal genitalia, seldom 
extends on the body surface to above the level of the umbilicus, 
that is of course, provided the condition is localised to the 
pelvis—when however extension takes place into the general 
peritoneal cavity, then pain may be referred to a higher level 
on the body surface, as in the case of extravasated blood in a 
ruptured ectopic gravitating to the under surface of the diaph- 
ragm and giving rise to shoulder tip pain. 

Pelvic pain in women can be very intractable and agonising, 
reducing the sufferer to a state of chronic and complaining 
invalidism, and taking the joy out of her existence. All the 
more then does it behove the gynzcologist to get to the root 
cause or causes, and to render relief, and not to relegate the 
patient to the class of the hysterical and neurotic, as was the 
tendency till recently. There is usually some very good reason 
for the pain, though not always easy to locate, and therefore a 
diligent and systematic investigation should always be made 
for every possible source, genital or extra-genital. 

In considering a case however, one should also note the 
patient’s physical development, nervous system, heredity and 
environment. In patients of unstable nervous temperament there 
is just the possibility that pain may be functional, especially 
when the pelvic organs and pelvic bones and joints reveal no 
abnormality to account for it. Sometimes violent emotions 
are followed not only by vascular contraction of the surface 
vessels but also by contraction of the vessels of the internal 
organs, giving rise to sensations of pain. 

From a general survey of all the cases of pelvic pain that 
have passed through our hands, I think we would all be 
agreed in making the following deductions :— 

1. That it is to be met with most frequently in parous 
women, and less so in the nullipara or unmarried. From this it 
must be inferred that trauma and infection in childbirth or 
miscarriage are important causative factors. 

2. It may be complained of most in the lower abdomen, 
and may be wide-spread there or localised to the suprapubic 
region, or to one or both illiac fossz. 

3. Back-ache is invariably present either as a primary 
symptom, or in conjunction with the pain in the lower abdomen. 
It is not so much acute as a dull heavy persistent pain in the 
lumbosacral region. 

The pain is usually aggravated in the premenstrual 
period due to the general congestion in the pelvis at that time. 
Constipation also aggravates it. 


EtioLocy or PELvic PAIN 


Regarding the manifestation of the pain in the iliac fossa, 
Young (1938) found the left iliac fossa to be more often affected 
than the right. Mussey ( ) of the Mayo clinic however in 
a review of 500 cases of pelvic pain, found the preponderance 
to be on the right side, which he thought might be due to 
the relative frequency of appendicitis. My experience has been 
that it is more frequent on the left side, and that it is 
aggravated by constipation. Perhaps the movement in the 
loading and unloading of the rectum have something to do 
with it. 

Trauma and infection, the result of childbirth are now 
generally recognised to be one of the main causes of chronic 
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aches and pains in the lower abdomen, pelvis and low back. 
We are indebted to James Young (loc. cit.) for drawing our 
attention to and emphasising this fact, and for giving us the 
benefit of his experiences in the diagnosis and treatment of a large 
number of these cases. He found that in certain conditions 
where the cervix had been torn in child-birth and have become 
the seat of chronic infection and more especially where it had 
become fixed by contracture in the inflammatory tissue, the 
patients became chronic sufferers, complaining of a rather 
characteristic group of symptoms, which he called the cervical 
syndrome. The symptoms complained of were chronic distress 
and pain in the lower abdomen, sometimes accompanied by low 
back-ache, and nearly always by dyspareunia, the whole dating 
from the last childbirth or miscarriage. The general health 
of the patient was usually good but she was often a marked 
nervous wreck, neither ill enough to be in bed, nor well 
enough to be up and about cheerfully. Examination showed 
an absence of gross pelvic disease and this was what perhaps 
had led to the scanty sympathy shown to these patients and 
to their being considered neurotics. The only positive finding 
was the presence of a torn or perhaps cicatrixed cervix with 
superimposed infection and perhaps leucorrhoeal discharge. 
The pain in the lower abdomen was chiefly located to one or both 
iliac fossae, more often the left. It was spontaneous and of 
an aching character, worse during the premenstrual period, 
and accompanied by local rigidity and tenderness. When the 
cervix was touched or pressed on in the course of a vaginal 
examination, the abodminal pain became worse. In those 
cases where the cervix was fixed in scar tissue it was found 
to have acquired an acute tenderness, perhaps because of the 
sensitiveness of the scar tissue. Young considered the pain 
of the illiac fosse to be of the referred type, arising from the 
cervical irritation extending into the adjacent peritoneum of 
Douglas’ pouch, or into the region of the sympathetic tissue at 
the sides of the cervix and at the base of the broad ligament. The 
patients sometimes also complained of a vague discomfort or 
pain in the suprapubic area unaccompanied by local rigidity or 
tenderness, which was also made worse by pressure on the 
cervix. Because of its nature, Young considered this pain to 
be of the visceral type. 


TREATMENT 


Treatment directed to the guilty cervix usually brought a 
fair amount of relief. The prognosis was better in those cases 
where the infection was unaccompanied by fixation of the 
cervix in scar tissue. 


The most effective treatment of chronic cervicitis appears 
to be destruction of the superficial tissues of the cervix and 
canal by some form of cauterisation. The cervical canal should 
be dilated and the eroded area cauterised by linear incisions 
radially with the galvanocautery. If there are cystic glands 
these should be punctured and evacuated. 


Another method of cauterisation which I have found very 
efficient is that advocated by Alec Bourne (1937) i.e., the. use of 
a saturated solution of zinc chloride solution introduced into the 
cervical canal in a porous clay pencil and retained there for 
2—4 hours. The cauterised area gradually sloughs away and 
a healthy area covered by mucous membrane is regenerated. 
This method yields 60% complete cures. It is not however 
applicable to a deeply lacerated everted cervix, which extreme 
condition would require trachelorrhaphy or low amputation. 
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In the intractable cases, or where there is no cervical 
infection to account for the pelvic pain, Frankenhauser’s plexus 
may be blocked by injecting 5 to 10 c.c. of 85 per cent alcohol 
into the bases of the broad ligaments along the side of the cervix. 
Relief of pain however is not permanent, so that the injection 
usually has to be repeated in about 2-3 months. With the 
introduction of the drug Proctocaine however, more lasting 
results are obtained, pain being relieved for as long as twenty 
months. The results of injection are better if a co-existing 
cervical lesion could be treated appropriately as well. 


Presacral neurectomy might also be considered for cases 
which fail to yield to treatment on the above lines, though 
Young’s results with this operation were not very encouraging. 


I would like here to stress the value of prophylactic 
measures against chronic cervical infection. This I feel should 
be directed mainly to primary trachelerrhaphy after the 3rd 
stage of labour, where cervical tears are known to have 
occurred. Proper antenatal supervision and conduct of the 
labour would also go a long way towards minimising the 
incidence of cervical trauma and infection. 


Now we come to prolapse in the aetiology of pelvic pain. 
Difficult or repeated childbirths at short intervals may leave 
their mark on the patient by causing damage to the pelvic floor 
and retro displacement of the uterus with genital prolapse. 
The important supporting ligaments of the uterus i.c. the utero- 
sacral and the ligamentum transverse colli which are attached 
to the cervix are unduly stretched; so are the levator ani- 
muscles and the fascial structures of the pelvic floor. The 
result is that the pelvic floor is weakened and prolapse 
gradually occurs. One of the main symptoms complained of 
by the patient, besides the prolapse, is back-ache of the sacral 
or low lumbar type which is dragging in character aggravated 
by exertion during day and relieved by rest at night. The 
pain in this condition is perhaps due to pull on the supporting 
ligaments and thereby causing tension on the Inferior Hypo- 
gastric plexus. There is also usually present, chronic pain and 
ache in the lower abdomen. It must not be forgotten however, 
that there may be an associated extra-genital cause for the 
back-ache, such as orthopeedic, strain of the lumbo sacral or 
sacro illiac joints, resulting from the pregnancy. Even with- 
out genital prolapse or other pelvic complication resulting 
from the pregnancy, a patient may complain of severe back-ache 
from orthopeedic strain of these joints alone. In pregnancy 
the joint supports are softened to a certain extent, allowing 
of a slight degree of movement at the joint. As the softened 
joints had to support the greater weight of pregnancy, it can 
be “realised how easily they could have become strained. 
Softening at the symphysis pubis may also give rise to pain 
over that area which often outlasts the termination of pregnancy. 


Treatment directed to the cure of the prolapse generally 
relieves the back-ache and lower abdominal pain provided that 
there is no orthopcedic strain of the joints. In the latter case, 
if no relief is obtained after the plastic operation, the patient 
may be referred to the Orthopcedist for advise and treatment. 
The possibility that back-ache may be caused by extragenital 
factors like osteo-arthritis or rheumatic affections of the back 
muscles, must not be lost sight of, particularly in elderly 
multipare. 


Let us now review the rest of the series of pelvic pathology 
with regard to their place in the production of pelvic pain. 
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Benign or malignant tumours of the uterus do not 
ordinarily cause pain. Pain is uncommon in fibroids. When 
present, it means that some complication like degeneration or 
torsion has supervened, which has produced peritoneal irrita- 
tion or stretching, or which has interfered with the function 
of the organ. In acute torsion there is severe and sudden pain 
and tenderness with rigidity of the abdominal wall and other 
symptoms of acute abdomen. Severe cramp like pain may be 
felt in the lower abdomen and back in the process of extrusion 
of a fibroid polyp from the uterus into the vagina. Fibroids 
may also exert pressure symptoms by virtue of their size. 
Removal of the fibroids usually alleviates all the painful 
symptoms. 


Cancer cervix is painless in the early stages. When the 
parametrium rectum or bladder are involved, then abdominal 
and back pain occur and are practically constant. The growth 
has by this time become inoperable. For the intractable pain 
of inoperable carcinoma, presacral neurectomy is advocated 
and gives great relief. When this is not possible then recourse 
may be had to morphia. Recently injections of cobra venom 
have been advocated in such conditions. 


Carcinoma of the body of the uterus gives rise to pain 
earlier than does cancer cervix. This may be due to painful 
spasm of the uterine muscles. ,Spread to the parametrium, 
tubes and ovaries, comes later, and then the pain becomes accen- 
tuated and constant. Panhysterectomy in the early stages 
affords complete relief from pain. 


Chorionepithelioma is not necessarily associated with pain 
in the early stages, but later on, with involvement of the 
peritoneum, back-ache and pain in the lower abdomen may be 
present. Panhysterectomy here also gives relief from pain. 


Ovarian cysts usually give rise to pressure symptoms from 
their size, but there may also be a dull dragging pain in one 
or both iliac fossa. If axial rotation occurs, then severe pain 
is experienced, first localising due to peritoneal injury, and 
second a diffuse type of abdominal pain caused by disturbance 
of circulation in the tumour. Rupture of an ovarian cyst will 
give rise to sudden severe abdominal pain from irritation of the 
peritoneum by the cyst contents. 


Malignant tumours of the ovary give rise to pain only 
when the peritoneum is infiltrated and metastasis has occurred 
to the neighbouring structures and lymph glands. 


Endometrioma of the ovary with chocolate cysts is 
characterised by pain either in the lower abdomen or back. 
The pain may be severe or a dull ache. Premenstrual and 
menstrual dysmenorrhcea is marked feature and dyspareunia 
may be present. If endometriosis has involved the recto 
vaginal septum, pain on defecation is also experienced. 
Surgical treatment of the endometrioma is best, though not 
always easy because of the dense adhesions. 


Now we come to ectopic pregnancy. The most constant 
feature is abdominal pain. The earliest pain to be noted is 
that caused by spasmodic contraction of the tube, or by irrita- 
tion of the peritoneum by slow blood leakage from the 
fimbriated end, or slow rupture. The pain accompanying acute 
rupture is sudden and severe, because of the rapid discharge of 
a large quantity of blood into the peritoneal cavity. The 


referred shoulder tip pain from phrenic irritation of the 
diaphragm has already been mentioned. 

Retro displacement of the uterus by itself causes no pain, 
but when associated with congestion followed by inflammation 
and adhesions binding it down to the pouch of Douglas, severe 
back-ache may be complained of, of the sacral or low lumbar 
variety. The pain arises not so much from the malposition 
as from the associated pathological condition or from alteration 
in the function of the uterus, perhaps also by involvement of 
the uterosacral ligaments. 


By far the leading cause of pelvic pain as seen in more 
than three-fourths of the gynecological cases in any clinic is 
inflammation of the uterus and tubes with subsequent involve- 
ment of the ovaries. Acute salpingitis, if severe, causes acute 
abdominal pain which may at first be generalised, later localis- 
ing itself to the lower abdominal on one or both sides. When 
there is slow involvement of the tubes and ovaries the pain is 
less severe but there may be acute exacerbations off and on. 


Chronic tubo-ovarian inflammation gives rise to pain in 
the lower abdomen, combined with back-ache, which is aggra- 
vated by exertion, menstruation and constipation. One or both 
tubes may be involved, usually both, and the uterus dragged 
down into Douglas’ Pouch by the dense inflammatory adhe- 
sions. Unless the condition is of long standing it usually res- 
ponds to treatment on conservative lines. The most difficult 
part to deal with is the residual inflammation left over after 
conservative treatment, and as to the manner of dealing with 
this, opinions differ :—some resorting to surgical removal, and 
others to prolongation of the medical treatment. 


Pain due to menstrual dysfunction, like dysmenorrhea or 
mid menstrual pain due to painful ovulation, does not actually 
come under the category of pelvic pain but I shall just mention 
a few words about functional dysmenorrhcea. It is caused by 
hypertonicity of the uterine musculature accompanying ovarian 
dysfunction. In order to dub it functional, one must exclude 
other factors which might give rise to dysmenorrhcea, i.e., 
maldevelopment or malposition of the uterus and pathological 
lesions in the pelvis, etc. Such extreme measures as injection 
of 85 per cent alcohol into Frankenhauser’s ganglion, pre-sacral 
neurectomy, etc. are only resorted to when the usual treatment 
as by endocrines, tonics and dilatation and curettage fail to 
give relief. 


I have tried to make as comprehensive a survey as possible 
of the causation of pelvic pain, but still one occasionally finds 
cases where the patient complains of pain for which no cause 
can be found inspite of the most diligent search. Are we 
justified in condemning such patients as neurotics or is there 
more about the ztiology of pelvic pain than we yet know of? 
The fact that some of these cases respond to vitamin treat- 
ment, should point to this field as a likely one for further 
investigation. 
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CASE NOTES 


BENGAL SPLENOMEGALY 
With on Illustrative Case Report 


P. N. LAHA, (Pat.), 


(From the Department of Medicine, Medical College, Agra) 


Tropics may aptly be described as the home of spleno- 
megalies. Chronic malaria and kala-azar play the major roles. 
But unknown or rather undetermined causes do also operate, 
and one such example is ‘Bengal splenomegaly’ which entity 
was originally described by De (1932, 1937,). For want of a 
better term it was called ‘Bengal splenomegaly’ alhough a 
happier term would be idiopathic splenomegaly. 


De (1932, 1937) and De and Tribedi (1939), after exten- 
sive histopathological and clinical studies, concluded that this 
group of cases represented a condi@n which was different 
from malaria, kala-azar and other known causes of spleno- 
megaly, and that the histological picture was suggestive of the 
action for a long period of an unknown infective agent of low 
virulence. De was of opinion that the condition was a distinct 
disease entity. In spite of extensive and extremely painstaking 
search he could detect no infecting agent. Sen Gupta (1943) 
without ignoring the possibility of a hitherto unknown infecting 
agent, considered the question whether malarial infection, even 
when it did not cause repeated clinical attacks as in chronic 
malaria, could possibly lead to splenomegaly of this type. He 
postulated that repeated infection with the local strains of 
malaria in the patient produces immunity which is dependent 
on the reticulo-endothelial system. With reinfections especially, 
there occurs a marked proliferation of the reticulo-endothelial 
tissue and acceleration of its functions. As a result of repeated 
infections with malaria gross splenomegaly occurs, and a 
balance may be arrived at between the infection and the 
immunity due to which the patient may be more or less free from 
acute febrile attacks. The other alternative hypothesis as to 
the mechanism of development of splenomegaly of this type, 
is based upon the fact that in specific hypersensitiveness to 
bacterial infection there is an accelerated or exaggerated reaction 
to counteract the infecting bacterium or its products. It is 
probable that in this group of cases, hypersensitiveness of a 
similar type plays an important role. Hypersensitive response 
to even small infections of malaria in these cases can mean an 
exaggerated proliferation of the reticulo-endothelial tissue, as 
the body reaction to malarial infection is both hypertrophy 
of the fixed reticulo-endothelial cells and mobilization in the 
blood of free reticulo-endothelial cells, the histiocytes. It 
seems probable that repeated hypersensitive reaction to malaria 
is likely to cause marked hyperplasia of the reticulo-endothelial 
tissue, and the spleen, the biggest single reservoir of the 
reticulo-endothelial tissue, will undergo gross enlargement. 


CLINICAL FEATURES 


Onset is usually insidious but a history of rigor and fever 
may be present. The fever is usually of an irregular type 
with a low pyrexia. Spleen is grossly enlarged and hard. 
Liver is also enlarged but never so markedly as the spleen. 
The patient becomes gradually cachectic. There is a moderate 
degree of anemia, orthochromic or hyperchromic and slightly 
macrocytic in type, with increase of reticulocytes. There is 
no morbid spherocytosis nor increase in fragility of red cells. 
Van den Bergh test shows increased bilirubin content of 
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plasma. Leucopenia with lymphocytosis is present in an 
average case. 


CAse REPORT 
R., 25 years, Muslim male, was admitted into the hospital 
with the complaints of irregular fever—duration 6 months. In 
the beginning the fever used to come with shivering. 


On examination—Patient was emaciated and pale. His 
temperature was 99°F., pulse rate 82 per minute and respiration 
rate 26 per minute. Spleen was enlarged 3 inches, hard to 
feel. Liver was enlarged 1 inch. Other systems revealed 
no abnormality. 


Investigations—Blood—Total red cells 1,290,000 per c.mm. ; 
total white cells 5,400 per c.mm.; hemoglobin 5-5 gm. per 
cent; cell volume 15 per cent; M.C.H. 45-8; M.C.V. 125; 
M.C.H.C. 36:6; polymorphs 74 per cent, lymphocytes 20 per 
cent; monocytes 6 per ee no parasites; reticulocyte count 
1-3 per cent; Van den Bergh indirect positive; icteric index 
7; fragility—hemolysis begins in 0-42 per cent and is complete 
in 0-3 per cent saline; platelet count 180,000 per c.mm.; 
bleeding time 4 min. 50 seconds; coagulation time 7 min. 50 
seconds; aldehyde test negative. Stool and urine showed no 
abnormal findings. W. R. negative. Gastric juice showed hypo- 
chlorhydria. Spleen puncture was done and no malarial para- 
sites, malarial pigments or L.D. bodies were demonstrated. 
Sternum puncture—total nucleated cells 55,500 per c.mm., 
granular cells 25,086, non-granular cells 21,201, nucleated red 
cells 9,213, megaloblasts 6 per cent, erythroblasts 5 per cent, 
normoblasts 3 per cent. 


Progress and treatment—Quinine had no effect on the size 
of the spleen. Parenteral liver therapy improved his anemia 
and general health. After treatment, his blood examination 
revealed hemoglobin 7 gm.; total red cells 2,100,000; total 
white cells 4,150, cell volume 18 per cent, M.C.H. 33-3, M.C.V. 
85-7, M.C.H.C. 38:8, polymorphs 48 per cent, lymphocytes 
48 per cent, monocytes 2 per cent, eosinophils 2 per cent, 
reticulocytes 6-1 per cent, sternum puncture—total nucleated 
cells 169,000 per c.mm. Gastric juice revealed persistence of 
hypochlorhydria. There was no reduction in the size of the 
spleen or the liver. 


DIscusSsION 


The clinical features of the case fit in with the diagnosis 
of ‘Bengal splenomegaly’. The author is unable to make out 
* the etiology. No evidence of malaria could be traced as no 
malarial parasites could be detected either in the peripheral 
blood or in the spleen and sternal puncture materials and 
there was no response to quinine. Sen Gupta’s cases showed 
macrocytic orthochromic anemia but the present case showed 
macrocytic hyperchromic anemia. What is the cause of the 
anemia? In the massively enlarged spleen not only are there 
immensely larger numbers of blood sinuses and phagocytic 
reticulo-endothelial cells, but also the circulatory stasis is 
much more pronounced. The last condition is caused by rela- 
tive lack of normal rhythmic contractions of the spleen due to 
increase of fibrous tissues. The effect of these factors, viz., 
intense vascular congestion and circulatory stasis, can only 
be marked accentuation of what is essentially a physiological 
process, i.e., phagocytic activity of the splenic reticulo-endo- 
thelial tissue which in its turn is immensely increased in amount. 
The marked circulatory stasis and the defective make-up 
(macrocytic condition) of the red cells probably cause the 
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damaged condition necessary for their phagocytosis (Sen 
Gupta, 1943). The total effect is their destruction and conse- 
quent anzmia. 
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A CASE OF URTICARIA PAPULOSA 
T. V. VENKATESAN, M.B.B.s., 


Hony. Dermatologist, The Govt. Erskine Hospital, Madura 

R—., came on 8-6-44, with the complaint of red rashes 
appearing daily between 12 noon and 3 p.m. since three weeks. 
I advised him to come on the next day at 2 p.m. 


On examination I found that he had urticaria papulosa. 
treatment was given: Adrenalin (1:1000) 1 cc. was given 
were normal. On examination of the abdomen [| found a slight 
tenderness over the left iliac fossa. The other systems were 
normal. 


Treatment given—From 8-6-44 to 20-6-44, the following 
treatment was given: Adrenalin (1:1000) 1 c.c. was given 
subcutaneously on alternate days at 10 a.m. Calcibronat 
(Sandoz) 5 c.c. 10 per cent was given intravenously followed 
by auto-hemotherapy. The auto-hemotherapy was started 
with 1 c.c. intramuscularly and increased up to 5 cc. By 
mouth—l. Salol in 3 gr. powders thrice daily was given. 
2. Icthygl 2% gr. capsule (B. W. & Co.), 1 capsule twice 
daily was given. There was no improvement at all. 


On 20-6-44, as a routine I examined the urine and also the 
stool. The urine was normal. To my surprise I found that 
the stool contained Entameeba histolytica, and cellular exudates. 
At that time a colleague of mine was present who confirmed 
my findings. I carefully questioned the patient, who denied 
any history of diarrhoea or dysentery. 


On 1-6-44, the patient was put on a course of sulfaguanidine 
tablets (2 tabs. t.d.s.) for five days and daily injections 
of emetine % gr. for six days. I found to my surprise that 
at the end of a week, there was marked improvement with 
gradual stoppage in the appearance of urticaria. The tender- 
ness over the left iliac fossa also disappeared. 


The interesting aspects of the case are—(1) That urticaria 
like any allergic condition may be due to any cause the nature 
of which can be discovered only either by chance or by routine 
examination. (2) Though the patient did not complain of 
ameebic or bacillary dysentery, yet the motion showed an infec- 
tion by both. So a treatment for both cured the urticaria. 
In this case the infection was probably not virulent enough to 
produce the dysenteries. 
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BENGAL SPLENOMEGALY 


Elsewhere in this issue has been published a case report 
purported to be one of ‘Bengal Splenomegaly’ observed in an 
upcountry station, i.c., Agra. The terminology owes its origin 
to the observations of De’? (1932, 1938). De and Tribedi’ 
(1939) in course of a diligent and strenuous search: for the 
incriminating agent responsible for a large percentage of 
splenomegalic conditions in this province not fitting into the 
category of any of the common protozoal infections, malaria 
and leishmaniasis, either clinically or therapeutically further 
supported the justification of a separate entity. No better 
name could be coined as inspite of a definite pathological 
entity being established, the etiology is still shrouded in 
obscurity. 


The clinical picture of Bengal Splenomegaly has been nicely 
depicted in a recent contribution by Sen Gupta‘ (1943). The 
distinguishing features that have been pointed out are the 
marked chronicity of the disease; the prolonged period of 
irregular, intermittent pyrexia in the early phase not responding 
to quinine or antimony, the relative infrequency of hemorrhages 
except when a portal cirrhosis of the liver has been 
definitely established, the slow and progressive enlargement 
of the spleen and the increasing loss of flesh during the course 
of the disease. Pyrexia is not a characteristic of Banti’s 
disease, and hemorrhages are said to occur fairly commonly 
even before the cirrhosis of the liver sets in. Further differentia- 
tion can be made between the two splenomegalic conditions by 
studying the hematological findings. A moderate degree of 
anemia is seen in both but while in Banti’s disease it is of 
hypochromic type with moderate microcytosis (Chaney’, 1923; 
Haurahan’, 1925; Larabee’, 1934), it is orthochromic and slightly 
macrocytic in Bengal Splenomegaly (Sen Gupta, 1943). 
Leucopenia with a relative decrease of neutrophiles is, however, 
a common feature. 


From what has been said above, it is not irrational to 
conclude that Banti’s disease and Bengal splenomegaly are not 
possibly one and the same clinical entity. Enhanced support 
is put to this conclusion by the histological observations. De 
and Tribedi (1939) have shown that the characteristic feature 
in Bengal Splenomegaly is the presence of a large number of 
giant-cells in the sinuses engulfing red blood corpuscles. This 
process of erythrophagocytosis has not been observed in Banti's 
disease though foreign body giant cells may be found surround- 
ing masses of swollen collagen and reticulum fibres impregnated 
with iron,—the so-called Gandy-Ganna bodies. Dilatation of 
venous sinuses, atrophy of lymphoid follicles, and thickening 


*De, M. N.—Indian J. M. Research, 19 :1029, 1932. 

*Idem—Report Scientific Advisory Board of Indian Research 
Fund Association, 1937, p. 92. 

* De, M. N. ann Triseni, B. P.—Indian M. Gaz., 14:9, 1939. 

*Sencuptra, P. C.—Ibid, 78:371, 1943. 

°Cuaney, W. C.—Am. J. Med. Sc., 165 :865, 1939. 

°Hauranan, E. M.—Arch. Surg., 10:639, 19235. 

"LaraBEE, R. C—Am. J. Med, Sc., 186 :745, 1934. 
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of trabecule are structural changes common to both the 
conditions. 

The clinical picture, the hematological findings and the 
histopathological observations have all to be taken into 
consideration in order to build up an etiological framework. 
Sen Gupta (1943) has raised the question of the probable 
mechanism of blood changes (which he regards as almost 
specific) and has tried to explain the splenic changes in rela- 
tion to that. According to him the anemia should be classified 
as hemolytic in type as apparently there is increased blood 
destruction without there being a decrease in red cell forma- 
tion (as evident from the definite reticulocytosis seen in peri- 
pheral blood and the formative changes in the bone-marrow). 
The easy vulnarability of red blood cells is attributed to the 
slightly defective make-up (macrocytic condition) and an 
increase in the number on account of circulatory stasis in the 
spleen. 

The problem that has to be tackled next is why should 
there be a circulatory stasis in the spleen at all with dilatation 
of venous sinuses, and why will there be a mobilisation and 
enhanced phagocytic activity of the reticulo-endothelial cells 
present in the organ? De and Tribedi (1939) in summing up 
their observations on the comparative histological study of the 
splenomegalies in India expressed the opinion that the morbid 
changes occurring in such enlarged spleens suggest that the 
same factors are at work in the pathogenesis of their enlarge- 
ment as one met with in chronic malaria and leishmaniasis 
with the difference that the infective agent in Bengal spleno- 
megaly is still unknown while it is known in either of the two 
other conditions. According to them “it appears that some as 
yet undetermined infective agent of a low grade virulence is 
at work and the splenic enlargement is only an expression of 
the sum total of its reactions to such a process”. Sen Gupta 
(1943) on the other hand, concludes from his epidemiological 
studies that Bengal Splenomegaly is more prevalent in South 
West and West Bengal, areas notorious for endemic malaria 
and consequently it must be related to malarial infection in 
some way or other. He attempted to explain the pathogenesis 
by two different hypotheses. He argued that persistent and 
considerable enlargement of the spleen as a result of chronic 
malaria accounted for the development of supporting fibrous 
tissue which was responsible for relative lack of rhythmic con- 
traction, and a subsequent venous congestion with circulatory 
stasis. This stasis of circulation together with an immensely 
increased reticulo-endothelial bed in the spleen leads to an 
obligatory phagocytosis of more red cells by splenic reticulo- 
endothelial cells. The result of such enhanced functioning 
of reticulendothelial cells is a persistent work hyperplasia 
of the same with a fresh impetus to growth of fibrous tissue 
and further circulatory stasis till a vicious circle is established. 
Occasional febrile attacks with progressive enlargement of 
spleen have been attributed to introduction of parasites in the 
body—the parasites being disposed of by the hyperplastic 
reticuloendothelial system. 

The foregoing hypothesis sounds interesting, no doubt, 
but is not exempt from fallacies. One might easily ask how 
it is that no proof of the malarial infection is to be found 
histologically, not even malarial pigment. 


The alternative explanation suggested by Sen Gupta is 
based on the application of our knowledge of hypersensitive- 
ness, in this case, due to repeated infections of malaria. He 
points out that exaggerated proliferation of reticuloendothelial 
tissues as body reactions means both hypertrophy of fixed 
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reticuloendothelial cells and mobilisation in the blood of histio- 
cytes. Repeated hypersensitive reaction ends in intense hyper- 
plasia of reticuloendothelial tissue and the spleen undergoes 
massive enlargement. 

Hypersensitiveness to malarial infection has been recently 
observed by Chatterjee® (1939), Sengupta’ (1942) & Mojumdar” 
(1944) and the only manifestation they have recorded so far is 
an urticaria which disappears after quinine medication. Is it 
possible that small doses of malarial infection over a lengthy 
period can go further ahead and sensitise the reticuloendothelial 
system to such an extent as to produce a permanent pathological 
alteration in the histological structure of the spleen? Why in 
that case will there be a particular fascination for the reticulo- 
endothelial cells in the spleen alone and not for those in the 
bone-marrow or the liver? How is it again that no specific 
sign of malarial infestation of the spleen is to be found histo- 
logically? These are some of the questions that may be raised 
in this connection; and that require solution before the hyper- 
sensitiveness theory can be accepted in toto. 

After all these discussions we have to admit that we are 
no nearer to solving our problem than the original workers. 
We have to keep an open mind and wait for further elucidation 
of the etiological factors. . 


A NATIONAL INSTITUTE FOR DRUG RESEARCH 
IN INDIA 

In his Presidential Address (summary given in May issue 
of the Journal) at the Section of Physiology of the 
32nd Session of the Indian Science Congress at Nagpur in 
January, 1945, Dr. B. Mukerji, Director, Biochemical Standar- 
disation Laboratory (Government of India), Calcutta, has put 
forward a scheme for the organisation of a National Institute 
for Drug Research in India. The need for such an institution 
is obvious, when one realises that there is no single institution 
here to-day, where the therapeutic value of a drug can be 
determined in a manner acceptable alike to the critical pharma- 
cologist and the discriminating physician. With every mail, 
at least during pre-war days, the physician used to be glutted 
with literature extolling the virtues of various drugs and pre- 
parations. Though as a result of the paper control order, the 
amount of advertising literature has been considerably cut down, 
there is yet a good deal of exaggerated advertisements and false 
propaganda in the drug field. No physician, however capable 
and well-informed he may be, can afford to keep himself up-to- 
date with regard to the virtues, the advantages and dis- 
advantages, the toxic reactions and other manifestations of the 
newer and ever newer therapeutic preparations. In all such 
matters, it would be worthwhile for physicians to receive the 
guidance from a non-biassed scientific organisation, such as a 
‘National Institute for Drug Research’ proposed by 
Dr. Mukerji. 

Under the auspices of the Board of Scientific and Industrial 
Research, which has been established during the present war, a 
National Physical Laboratory, a National Chemical Laboratory 
and a National Laboratory for Fuel Research, etc., are proposed 
to be created. The time is, therefore, most opportune for the 
establishment of a National Institute for Drug Research on 
similar lines. The aim of such an institution should be (i) 
promotion of drug research in general; (ii) to offer facilities 


CHATTERJEE, S. C—Calcutta M. J., 35:291, 1939 
* Sencupta, P. C.—Indian M. Gaz., 77 :416, 1942 
7 Moyumpar, N. G.—Calcutta M. J., 41:240, 1944 
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to industrial institutions to solve specific problems, which they 
may encounter, particularly the smaller organisations which may 
not be in a sound financial position to support adequate technical 
staff of their own and (tii) provision of clinical trial under 
fully controlled conditions on hospitalised patients. To meet 
the first two functions, the institute should consist of a per- 
manent staff of investigators engaged in free, independent and 
undisturbed research and secondly, of a group of workers 
employed by their individual industries for special investigations. 

The aim of the first group of investigators, which should 
consist of synthetic chemists, organic chemists, biochemists, 
pharmacologists, pharmacists and bacteriologists, will be 
principally to advance theoretical knowledge, particularly in 
the domain of synthetic and organic chemistry, general pharma- 
cology, quantitative pharmacology, biological standardisation 
and improved methods of statistical computation of such results. 
From such data, a sound basis can be provided for the elabora- 
tion of the yet-missing correlation between chemical structure 
and physiological action. This group of workers in pure science 
will also have the responsibility of training younger investi- 
gators, an aspect which has often been lost sight of in most 
of our modern institutions. Without creating an adequate 
younger generation of research workers, no substantial gain and 
no expansion of the post-war research in the clinical and indus- 
trial field would be possible. The second group shall consist 
of temporary Units, employed from grants by the industrial 
institutions, but working under the supervision and control of 
members of the permanent staff. Such workers would be 
concerned chiefly with developmental problems and others of 
immediate applied interest. These temporary Units may later 
serve as the nucleus for the development of laboratories housed 
in their respective industrial institutions. 

So far about pure laboratory research, which would serve 
as the background for theoretical developments in the drug 
field, but this must however be always supplemented with 
clinical research. Pure labortory research will not succeed in 
the elaboration of new drugs of curative value, unless there is 
simultaneous organisation for the testing of many products of 
the laboratory directly on human patients. Excepting the 
School of Tropical Medicine, Calcutta, there is no institution 
in India where even a slight attempt is made for providing 
clinical research of any kind. The Indian Research Fund 
Association of the Government of India has been supporting 
Laboratory and Nutritional Research for sometime since the 
last war, but have so far not shown the initiative for support- 
ing clinical research, as is done in many countries in the world. 
To provide clinical material of the type needed for research, 
the National Institute for Drug Research, which has been 
proposed, should have a Research Hospital attached to it. 
Such a hospital should have a staff of whole-time, non-practis- 
ing clinicians, who should be primarily concerned with research, 
and should not be permitted to carry on private practice outside 
the hospital. The hospital should be situated as close to the 
Laboratory Section of the Institute as possible and clinical and 
diagnostic services should be provided freely from the laboratory 
side. Laboratory grants should be available not only for main- 
taining the hospital in proper order, but also for the initiation of 
any research scheme, which may be needed at certain times of 
epidemics or emergency situations. It has been seen that in 
many instances valuable clinical material could not be taken 
advantage of and studied for want of a ‘fluid fund’, which can 
be put to use almost immediately by the authorities in charge 
of research institutions. 
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The utility of such a compact organisation of Laboratory 
and Hospital Research progressing side by side and with an 
all-comprehensive programme, cannot be over-emphasised. 
Drug research is not a job which can be handled by one in- 
dividual or by one institution, where only one type of scientific 
research, either in chemistry or in botany or in pharmacology 
or in medicine, is fostered. A close liaison between the various 
groups of scientists is essential and without these, the elaboration 
of new drugs would be hardly practicable. The Bayer Corpora- 
tion in Germany, the Lemmon Institute at Pittsburg and the 
Nuffield Institute at Oxford are examples of such Research 
Institutions, which should be copied in India. In all these 
institutions, there are arrangements for collaborative work 
between chemistry, pharmacology and clinical medicine, each 
complementing or supplementing the work of the other. A 
history of the evolution of such drugs as mepacrine, sulphar- 
sphenamine, carbarsone, acriflavine, sulphanilamide, penicillin, 
etc., shows clearly that collaborative work is fundamentally 
necessary in order to discover therapeutically useful remedies 
for the alleviation or cure of human suffering. 

Indian’s contribution to drug research has been remarkably 
poor, and with the exception of Urea-Stibamine, the well-known 
remedy for Kala-azar, there is hardly any worthwhile contribu- 
tion in this direction. During the last 10 years, America has 
made noteworthy contributions inspite of the fact that the 
status of drug research in America during the last war was more 
or less on the same level to what exists in India to-day. By 
judicious and enthusiastic support of research from private 
funds and Government grants, centres of drug research were 
established in various American Universities, private research 
organisations and in commercial firms. To-day, drug research 
organisations in such firms as the Parke, Davies & Co. of Detroit 
(Michigan), the Lilly Research Laboratories of Indiannapolis 
(Indiana), the Mulford and the Merck Research Laboratories 
of New Jersy and the Squibb Institute at Pennsylvinia, are 
models which even the Universities can imitate. In this country, 
nothing exists on this scale. The University Laboratories are 
starved of funds and there is hardly any chance of collaborative 
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research between various groups of scientists developed in these 
institutions. Though commendable efforts are being made by 
a number of pharmaceutical concerns in and around Calcutta 
to promote drug research, there is yet a considerable amount 
of ground to be covered. More collaboration is urgently called 
for between University and State Laboratories and commercial 
concerns. In Great Britain and in America, Governmental 
Organisations and Laboratories do not shut their doors against 
the manufacturing concerns. All possible co-operation is ex- 
tended to promote applied research. The same attitude should 
be created in India. This can be best done by the establishment 
of a National Institute for Drug Research in India, as put 
forward by Dr. B. Mukerji in his Presidential Address. We 
commend the idea and the scheme and would like to see that our 
pharmaceutical houses and the Indian Chemical Manufacturers’ 
Association take more keen interest in it. 


(Continued from page 195, col. 1) 
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HAEMOTHORAX 


Settors (Lancet, 1:143, 1945) points out that haemothorax 
blood a few hours after injury contains virtually no fibrinogen 
and that its hemoglobin content is 30 to 40% lower than that 
of the circulating blood and the inference is that defibrination 
occurs rapidly and completely and that there is an early 
reactionary effusion. The precipitated fibrin is ultimately 
organised or absorbed into the walls of the hemothorax cavity. 
Clotted hzemothorax is relatively rare, but coagulation of an 
effusion of high fibrinogen content gives rise to the clotted 
fibrothorax found in a proportion of cases. The treatment of 
hzmothorax, then, is no longer a conservative procedure aimed 
only at preventing infection. In its present form it comprises 
two parts: thorough and early evacuation of the pleural contents 
and really vigorous attempts to restore full expansion of the 
collapsed lung by systematically planned breathing exercises. 
Even slight delay in emptying the pleural cavity may lead to 
a chain of events that seriously hinders functional recovery. 


MENINGITIS DUE TO Ps. PYOCYANEA 


BotrerELL ‘AND MaGner (Lancet, 1:113, 1945.) give in 
the following lines the summary of the observations: 

A series of 11 cases of meningitis due to Ps. pyocyanca, 
with 9 deaths, is discussed with special reference to the 
pathogenesis. In 9 cases it is believed that infection of the cerebral 
wound spread to the subarachnoid space or ventricular system. 
The other 2 cases are thought to have developed meningitis as 
a result of the introduction into the lumbar theca of penicillin 
contaminated with Ps. pyocyanea. 

Of the first 9 cases, 4 were secondary to brain abscess, 
and it seems likely that Ps. pyocyanea was present before 
admission in 3.. The fourth case showed coliform organisms 
in cultures taken from the brain at operation and the patient 
also reopened the wound later, so the origin of the infection is 
uncertain. Cultures in another case grew Ps. pyocyanea from 
temporal muscle adjoining the subarachonoid space. The source 
of infection in 4 cases seems to be cross-infection in hospital, 
and this is attributed in 3 cases to leaving a tube in the wound 
for the repeated instillation of penicillin. 

The risk of Ps. pyocyanea meningitis is minimised by 
complete debridement and primary closure of penetrating wounds, 
and by avoiding the placing of tubes in wounds for the introduc- 
tion of penicillin. The intrathecal injection of penicillin should 
mostly be restricted to .the treatment of meningitis; in 
prophylaxis it should be used with caution. For intrathecal 
use penicillin should be issued in bottles containing only 
sufficient solution for a single injection. 

This experience supports previous pleas for the obser- 
vation of all possible precautions to prevent cross infection 
in hospital. 

CLINICAL SIGNIFIANCE OF HypoPROTEINAEMIA 


Hypoproteineemia, or an abnormal lowering of the plasma 
proteins, has a wide clinical significance, and the literature 
on it has been recently reviewed by Elman and Lischer and 
by Wilensky; the latter prefers the term hypoalbuminzmia. 
The causes of hypoproteinemia include malnutrition; loss of 
digestive capacity; decreased intestinal absorption; hepatic 
disease; malignant disease; bowel obstruction; increased 
protein loss through suppuration, ascites, nephrosis, burns, 
external gastrointestinal fistula, and hemorrhage; and thyro- 
toxicosis. In thyrotoxicosis, hypoproteinemia results from an 


associated parenchymal lesion of the liver and the increased’ 
katabolism of protein that occurs in this disease. Four main 
causes of hypoproteinemia can be distinguished: lack of food, 
loss of plasma protein, excessive loss of nitrogen, and a defect 
in protein synthesis. As protein syntheses take place in the 
liver it is easy to see how anything which affects the liver 
parenchyma results in hypoproteinemia. Post-operative hypo- 
proteinemia has been recognized recently: a state of negative 
nitrogen balance may occur after operation as a result of 
anesthesia, surgical manipulation of the viscera, a brief period 
of starvation, shock, fever, and vomiting; Outhbertson has. 
demonstrated appreciable losses of nitrogen after severe injuries 
and operations, and Thornton, Adams, and Schafer have shown: 
that a significant fall in the plasma proteins occurs after major 
thoracic operations. 


A patient with hypoproteinemia may develop a number 
of symptoms, depending on how quickly the condition has 
arisen. Thus acute hypoproteinemia comes on immediately 
after bleeding and within a few hours of burns; subacute hypo- 
proteineemia takes several days to develop in intestinal obstruc- 
tion and acute liver disease; but chronic hypoproteinemia of 
nutritional origin or due to chronic liver disease may take 
weeks or months before it becomes of clinical significance. The 
general manifestations are those resulting from a disturbance 
in water distribution—namely, oedema of the subcutaneous 
tissues and various viscera. Abdomirial distension from cedema 
of the viscera after operation may be due to post-operative: 
hypoproteinzmia, and clinical studies have shown the frequency 
of peripheral subcutaneous cedema in patients who have been 
operated on. This oedema has been designated “nutritional” to: 
distinguish it from cardiac, renal, and lymphatic cedema.. Other 
factors, such as muscular action, gravity, tissue pressure, and 
venous pressure, may of course influence the cedema. Ascites. 
in cirrhosis of the liver may be due to hypoproteinemia as well 
as to portal obstruction. It has been diminished in such cases 
by plasma transfusions and a high protein diet, which have no 
effect on the portal pressure. Hamoconcentration from loss 
of blood plasma may supervene on severe burns, but the red 
count may also rise after abdominal operations or in patients 
with intestinal obstruction or general peritonitis. This is due 
to hypoproteinemia and can be corrected by injections of plasma 
but not of glucose or saline. Many surgical patients excrete 
very little or no urine after severe operations, inspite of 
adequate injections of saline and of glucose. Excluding 
patients with renal disease or post-operative retention, many 
such cases are due to inability to maintain fluid balance because 
of hypoproteinemia. One concept of shock is that it is an 
acute hypoproteinemia; in the restoration of blood volume in 
surgical shock exogenous protein (e.g., plasma) is needed 
because the body is unable to supply it quickly enough. Ravdin 
and his co-workers have recently shown that shock after 
hemorrhage occurs more readily in an animal suffering from 
hypoproteinemia than in one with an adequate plasma protein 
level. Lastly, delayed wound healing, including burst wound, 
is often seen in the patient with hypoproteinemia. Though 
many factors are concerned in delayed wound healing, it is 
now fairly well-established that protein deficiency plays an 
important part in wound disruption—in one group of cases the 
serum protein levels were below normal. 

There are various methods for correcting clinical hypopro- 
teinemia. If the patient can eat and there is no appreciable 
disturbance of liver function a high-protein diet can be given; 
more recently amino acids have been administered by mouth 
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to avoid digestive disturbances. Pure amino acids are dear, 
but a casein hydrolysate containing the essential ones is now 
available and is suitable for oral or parenteral use. Trans- 
fusions of blood plasma, or ascitic fluid in cases of acute 
hypoproteinemia may often be dramatic in their effect and, 
indeed, save life, though in the chronic condition due, for 
example, to malnutrition, the result may be disappointing 
because much large quantities of protein are needed. In the 
hepatic type of hypoproteinemia liver damage interfers with 
ready use of proteins, and here the parenteral injection of 
hydrolysed protein, such as casein hydrolysate, may be 
advantageous. (Brit. M. J., 1:858, 1945) 


CiinicaL Aspects OF PAIN IN THE CHEST 


Harrison (dm. J. Med. Sc., 207:561, 1944) made an 
investigation on several hundred patients complaining of pain 
in the chest. A complete history and physical examination 
has been made in all cases, and electrocardiogram and rcent- 
genologic studies have been carried out in most of them. The 
author arrived at the conclusion that the history is, in most 
patients, the single most important method of examination, 
and in many patients is more important than all other proce- 
dures combined. Therefore, special emphasis has been placed 
on an attempt to analyze the subjective aspects of chest pain. 

The pain was felt in the substernal location in only about 
YY of the patients. Pain entirely limited to the periapical, 
axillary or abdominal regions did not occur in any single case. 

The duration of the pain was usually a few minutes only, 
rarely longer than %4 hour. No patient had pain tasting for a 
few seconds only. 

Pain of great intensity was exceptional, the discomfort 
being mild or minimal in more than 4 of the patients. 

The discomfort was constrictive or heavy in character in 
only about 50% of the cases. Frequently the pain was of an 
aching quality; burning discomfort was occasionally found; 
while lancinating was encountered in only one subject. 

Pain induced by the sitting or standing position, or 
aggravated by breathing, coughing or swallowing can usually 
be safely ascribed to disorders other than angina pectoris. 

In the diagnosis of angina pectoris the most important 
features are: 1. the history of relationship to effort, 2. the 
short duration of the pain, 3, the demonstration that the 
amount of muscular effort required to induce the pain increased 
by nitroglycerine. 

About 10% of the patients may have anginal attacks which 
have never been related to effort. Among the causes of such 
attacks are status anginosus, tachycardia, spontaneous hypo- 
glycemia, and conditions such as intermitternt claudication, 
congestive failure, and undue anxiety about the cardiac condi- 
tion, which induce the patient to lead a usually sedentary life. 


HyYpoGLYCAEMIA AS A MANIFESTATION oF CARDIAC NEUROSIS 


Weiss (Rev. Gastroenterol, 2:417, 1944) writes that 
emotion or fear may induce the signs and symptoms of 
Da Costa’s syndrome. It is a known fact that the emotion 
of fear increases the output of adrenalin and thus increases the 
sensitivity of the sympathetic nervous system. The early signs 
and symptoms of hypoglycemia are also due to an excessive 
output of adrenalin. That the symptoms of these conditions 
are identical is, therefore, not surprising. Hypoglycemia may 
produce symptoms simulating cardiac disease and often epileptic 
seizures. Tachycardia, palpitation, extra-systoles, a sense of 
suffocation, precordial pain, etc., have frequently been found 
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in patients suffering from spontaneous hypoglycemia. Signs. 
of an overactive heart have been observed in psychiatric 
patients. 

Pafients with effort-syndrome suggesting cardiac abnor- 
mality should be carefully studied for the signs and symptoms. 
of these indivduals may be related to hypoglycemia. A sugar 
tolerance test is advocated. When this cannot be readily 
carried out because of inadequate facilities, the administration 
of a glucose drink during an attack may abort the seizure and 
clear up the diagnosis. - 


THE HEART IN RHEMATOID ARTHRITIS 


Younc AND (Am. Heart J., 28:1, 1944) i 
reporting on the results of a postmortem study of 38 cases of 
chronic rheumatoid arthritis observe that cardiac lesions were 
found in 33, in 25 of which the process was believed to be 
rheumatic in origin and of a nonsepcific infectious nature in 
the remaining 8. An active rheumatic process was present in 
only 6 cases, however. A _ history of rheumatic fever was 
obtained in 3 cases and probable rheumatic fever in 2 others. 
In 18 patients the arthritis was insidious in development and 
progressive, and in 15 acute attacks of polyarthritis occurred 
during the course of the disease. The extremely high incidence 
of rheumatic heart disease which was found in this study and 
has been found in some other pathologic studies suggests 
unexpectedly close relationship between rheumatoid arthritis 
and rheumatic fever, which should lead to further study of the 
possibility that they may be manifestations of the same under- 
lying disease process. It is noteworthy that this study was 
made in New York City and it is possible that pathologic 
studies made in other areas will not lead to similar results. 
—U.S.0.WI. 


PROLONGING THE ACTION OF PENICILIN 


ROMANSKY AND Rittman (Bull. U. S. Army Med. Depft., 
Oct. 1944, p. 43) have reported a study in which beeswax- 
peanut oil was employed to decrease the rate of absorption of 
penicillin and to attempt to maintain a constant effective level 
in the blood over a longer period than is obtained by the use 
of the usual isotonic solution of sodium chloride. Preliminary 
investigations indicated that penicillin could be evenly distri- 
buted in a filtered beeswax-peanut oil mixture and that such 
a mixture is stable, showing no deterioration in various batches 
kept at refrigerator, room and 37°C temperatures for 30 to 
62 days. Early studies also indicated that effective levels of 
penicillin in the blood could. be obtained by intramuscular 
injection of this mixture into rabbits and into human subjects. 
Clinical trial was then indicated: 12 patients with gonococcic 
urethritis were treated with single injections of penicillin in 
beeswax-peanut oil mixture; the doses varied between 51,250: 
and 100,000 Oxford units, which were contained in 2 to 3 c.c. 
of the mixture. Eleven of these patients (9 had been sulfona- 
mide-resistant) were cured, as shown by freedom from clinical 
symptoms and negative smears and cultures two, five, and 
seven days after treatment. Local pain or irritation in the 
region of the injection was not sustained by any of them, nor 
were there any undesirable constitutional reactions. This is. 
the most promising report which has yet appeared on the 
development of an effective and delayed-acting penicillin 
preparation.—U.S.0.W 


Curangous LEISHMANIASIS 
Batt AND Ryan (Bull. U. S. Army Med. Dept., 79: 65, 
1944) present this report from the Medical Corps of the U.S. 
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Army is based on 499 proved cases of leishmaniasis of the 
skin in American forces stationed in the Middle East. Cutaneous 
leishmaniasis is a granulomatous, ulcerative lesion caused by 
the protozoan parasite, leishmania tropica. The disease is 
endemic in India, Persia, Africa, Iraq, Palestine, countries 
bordering the Mediterranean Sea, southern Russia, and in Peru 
and Brazil. The parasite is identical morphologically and 
culturally with the Leishmania donovani, the causative agent 
of Kala-azar. It was found from observations on these cases 
that neostam (stibamine glucoside—a pentavalent compound of 
antimony) given intravenously is a safe drug to use in the 
treatment of this disease. The average cured case received 
1-14 gm. of neostam and injections were given twice a week. 
This was probably too conservative. It is suggested that the 
same dosage described be used, but that injections be given 
three times a week. Toxic reactions following neostam intra- 
venous injections can be almost completely abolished by having 
the individual abstain from food for about five hours before 
receiving an injection. Only non-infected lesions in accessible 
regions should be treated by local methods. Any lesion with 
the slightest evidence of secondary infection must be treated 
with an intravenous drug. Neostam (2 per cent solution) 
locally is effective in the treatment of this condition. The 
shortest “cure interval (3-3 weeks) was obtained with this 
drug. Berberine sulfate locally, in the authors’ experience, is 
a relatively ineffective drug. Ethyl chloride spray is ineffective 
in treating cutaneous leishmaniasis. It cures only very early, 
small lesions. The results obtained with superficial x-ray 
therapy in a small group of cases suggests this is effective in 
selected cases. Only 0-7 per cent of the group had, or developed, 
a complicating scondary infetion. Only one case developed a 
reinfection or recurrence of cutaneous leishmaniasis during 
this period of study —U.S.O.1V.I. 


THe TREATMENT OF FILARIASIS WITH LITHIUM 
ANTIMONY THIOMALATE 


Brown (J.A.M.A., 125:952, 1944) presents this report 
based on the treatment of 12 patients infected with filariasis 
(Wuchereria bancrofti) treated during the summer of 1943 
lithium antimony thiomalate. All were native of St. Croix, 
Virgin Islands. The results of the therapy were measured 
by microfilaria counts on 0-1 c.c. of blood. Since the micro- 
filariae exhibit a nocturnal periodicity, all specimens of blood 
were drawn from the cubital vein between 10 and 10:30 p.m. 
All injections of lithium antimpny thiomalate were given into 
the gluteal muscles, alternating sides daily unless the patient 
complained of soreness on one side. Usually a single daily 
injection was given on consecutive days unless prevented by 
poor cooperation of the patient or toxic manifestations of the 
drug. The adult dose of 3 cc. (180 mg.) was used with 
adjusted smaller doses for children. On the first day of treat- 
ment a half-sized dose was given to ascertain sensitivity of 
the patients to the drug. The miqofilaria count of the patients 
was reduced by this therdpy from 85 to 100 per cent as com- 
pared with untreated controls. This reduction was maintained 
for four to five months after completion of treatment and 
means presumably that a corresponding number of the adult 
worms were killed. One patient failed to respond to treat- 
ment, and there was no reduction in his microfilaria count. 
No reduction in size of enlarged lymph glands or one enlarged 
scrotum could be detected fotr’ to five ‘months after the com- 
pletion of treatment. One patient noted a pronounced improve- 
ment in his inguinal distress on exercise following treatment. 
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The patients’ history and physical examination failed to reveal 
any pathologic changes due to the death of the adult worms 
or microfilariae. It was concluded that the toxic manifestations 
due to lithium antimony thiomalate of vomiting, joint pain, 
slight fever and rash are not considered sufficient to preclude 
its continued trial in filariasis—U. S. O. W. I. 


Errecr or TopicAL APPLICATION OF VITAMINS AND SOME 
OTHER CHEMICALS ON THE HEALING OF WouNpDS 


WILLIANs AND (Arch. Surg., 45 :225, 1944) studied 
the effects of vitamins and various other substances on the 
acceleration of the healing when applied topically to uniform- 
sized wounds in normal rats. The substances studied were 
vitamins A, C, D and E, thiamine hydrochloride, nicotinic acid, 
riboflavin, calcium pantothenate, pyridoxine, biotin, hydrosul- 
phosol, biodyne, urea-sulfathiazole ointment, amino acids, 
adenosine liver extract, cod liver oil, a “vitamin mixture” and 
sesame oil. The effect of sulfamerazine used in conjunction 
with most of these substances was also observed. No definite 
benefit was derived from the use of any of these substances, as 
judged by frequent observations of the wounds and the micros- 
copic changes. 


MyocarDITIS IN CHILDREN 


It is in the acute infective diseases that myocarditis is most 
likely to arise, and \Neubauer’s review (Arch., Dis. Childhood, 
19 :178, 1944) of 200 cases in children therefore was appro- 
priately from the City Hospital for Infectious Diseases, 
Newcastle-on-Tyne. Increasing use of the electrocardiogram 
suggests that myocarditis may be present even when clinical 
signs and symptoms are slight, doubtful, or completely absent. 
Nevertheless clinical manifestations are often valuable. Vomit- 
ing is frequently the presenting sign, together with pallor and 
listlessness, and albuminuria. At this stage the first heart 
sound at the apex becomes diminished in intensity and it may 
later become much weaker than the second sound, and even 
inaudible. Changes in rhythm take place, such as presistent 
tachycardia, and less commonly bradycardia, embryocarida, or 
gallop rhythm. Cardiac enlargement and a fall in blood- 
pressure may also be noted. Neubauer gives three electro- 
cardiographic signs—a flattened T-wave which later becomes 
isoelectric and eventually inverted; and S-T segment below 
the isoelectric line in lead I or II or both; a diminution of 
voltage of the ventricular deflections to less than 1-5 my. in 
all 3 limb leads. In his 200 cases these signs led to a diagnosis 
of myocarditis in 24% without clinical signs. In 20°% the 
electrocardiogram confirmed doubtful clinical signs; and in the 
remainder clinical manifestations were sufficient. Of the whole, 
series, 132 children had diphtheria, 40 scarlet fever, 24 whoop- 
ing-cough, and 4 measles. Only 4% of the children died, but 
when the heart muscle is seriously affected, especially when a 
succession of infective fevers has caused repeated damage, heart 
disease may manifest itself in adult life. Neubauer does not 
discuss treatment but he rightly lays great stress on the need for 
adequate convalescence with complete rest and good nursing, a 
point on which all those concerned with rheumatic heart 
disease in childhood will agree. But the specific fevers and 
rheumatism are not the only causes of myocarditis in children. 


Saphir, Wile and Reingold (Am. J. Dis. Child, 67 :294, 1944) 


from their experience of 97 autopsies in the practice of a general 
children’s hospital, can report cases associated with meningo- 
coccal infection, poliomylitis, pneumonia, bacterial endocarditis, 
and tuberculosis, as well as examples of “isolated myocarditis” 
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without any apparent primary disease or infection elsewhere. 
Rheumatic myocarditis, of course, occurs in their series, and 
they also include example of abscesses in the myocardium 
associated with various infectious disease and different portals 
of entry. From autopsy material in children aged between 8 
days and 16 years they contrast an incidence of 6-8% with 4% 
in adults. In addition to the postmortem records they have 
clinical records of 60 cases, and a clinical diagnosis was made 
in only 10 of these, 7 of them having rheumatic heart disease. 
It is not surprising that they regard clinical diagnosis as 
difficult. Myocarditis should in their view be suspected if a 
patient with an infectious disease suddenly becomes worse, 
especially if there is a tachycardia out of proportion to the 
temperature. A feeble and often irregular pulse, cardiac en- 
largement, and low arterial blood-pressure are also given as 
important signs. Electrocardiograms had been made for 22 
of the patients, and in 19 showed evidence (not described) of 
myocardial involvement. Evidence of heart-failure was noted in 
32 and death was sudden in 9 out of the 60. Both from 
Chicago and Newlcastle it is suggested that myocarditis in 
children might be diagnosed more frequently if it was looked 
for. The relatively high incidence recorded in children with 
rheumatic infection is probably explained by the fact that 
anyocarditis is more often expected in that disease than in 
other acute infections—Lancet, 1:186, 1945. 


RELATIONSHIP OF TONSILS AND ADENOIDS TO TYPE OF 
PoLIOMYELITIS 


LuccHest AND Lasoccerta (Am. J. Dis. Children, 68:1, 
1944) write that the material for ‘this study includes 432 patients 
admitted to the Philadelphia Hospital for Contagious Diseases 
with acute anterior poliomyelitis from 1937 to 1942, inclusive 
_and the purpose of the study was to determine the relationship 
of the presence or absence of tonsils and adenoids to the type 
and mortality of the disease. The review revealed that tonsils 
and adenoids were absent in a significantly high percentage of 
patients who had bulbar or bulbospinal poliomyelitis. The 
absence of adenoid or tonsillar tissue apparently increases the 
likelihood that the bulbar centers will be involved when a 
‘susceptible person becomes infected with the virus of polimye- 
litis. The mortality was 10-9 times greater in patients with 
bulbar symptoms than in those with nonbulbar polimyelitis. It 
was suggested from the evidence obtained in this study that the 
absence of tonsils and adenoids increases the risk of bulbar and 
bulbospinal involvement in persons with poliomyelitis. The 
writers consequently recommend that tonsils and adenoids 
should not be removed unless their removal is specifically 
‘indicated —U.S.O.W I. 


EVALUATION OF THE KENNY TREATMENT OF 
INFANTILE PARALYNS 


In 1942 a committee was formed by the Section of Ortho- 
-pedic Surgery of the American Medical Association with the 
aim “to study and evaluate the Kenny treatment of infantile 
paralysis.” The report of this committee has now been 
~published. 


The committe discusses Miss Kenny’s concept of the disease 
with the four major points “muscle spasm”, “mental alienation”, 
“incordination of muscle action”, and “paralysis” or “denerva- 
tion”, and analyses each of them critically. Then follows a 
-description of the Kenny treatment under 10 points with an 


analysis which is summarized below: 
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1. The institution of early treatment is desirable but the 
condition during the acute stage may be such that the handling 
necessitated by the Kenny treatment can be detrimental. 

2. Proper positioning in bed has been a standard practice 
for over thirty years and is still a recommended procedure. 

3. Heat, including hot foments, has been used by physicians 
for many years. In most instances the pain can be relieved 
by the use of hot foments. In a few cases, however, relief was 
not afforded by their use. Recovery from “spasm” in most 
cases takes place spontaneously. There were cases in which 
hot packs seem to increase and prolong the “spasm”. the rigid 
technique insisted on by Miss Kenny in the application of these 
packs is neither important nor essential. 

4. Active and passive movement has been recommended by 
many physicians in the past, but it is to be stressed that this 
movement should not be forced beyond the point of pain. 

5. Jones and Lovett described and used a method of muscle 
re-education which is similar in principle to the method taught 
by Miss Kenny. 

6. Cases have been seen under Kenny treatment in which 
early contractures were developing, and by application of plaster 
splints these contractures were controlled after correction. 
Braces should form as important part of the treatment during 
the later stages of this disease 

We have seen Kenny treated patients walking with two 
English crutches who could be so benefited by braces that the 
crutches could be discarded, thus liberating the hands for 
other use. 

7. Respirators have saved many lives and should be used 
for patients with sufficient paralysis to embarrass respirations. 

8. There is no evidence that the Kenny treatment prevents 
or decreases the amount of paralysis. 

9. Spontaneous recovery in poliomyelitis occurs in many 
cases. This varies in different epidemics from 50 to 80 per cent. 
Miss Kenny does not take into account this factor. 

10. In its comment the committee condemns Miss Kenn’ys 
objection to muscle examination and hence the lack of accurate 
records. If this should be followed by all clinics no reasonably 
accurate statistics would be available, nor could the results 
from any type of treatment be determined. With regard to 
her statements that under “orthodox” treatment only 13% of 
the patients recovered without paralysis, while under her 
treatment 80% recover, the committee belives that this is a 
deliberate misrepresentation of the facts of treatment by other 
methods. Against the belief, that paralysis can be prevented 
when treatment is started early enough the report says; We 
have seen enough cases in which the Kenny treatment was 
instituted very early to be convinced that this did not prevent 
or even minimize the degree of permanent paralysis. In 
several cases the paralysis progressed after the Kenny treat- 
ment was instituted. Regarding the claim Miss Kenny’s to a 
new and revolutionary discovery by means of which she can 
diagnose the disease and determine the involved extremities 
prior to the usually recognized diagnostic clinical signs, the 
committee states that the preparalytic diagnosis of polionymolitis 
has been described by Draper and by Aycock and Luther 
(1931 and 1928). 

The report concludes: while the committee disapproves 
of, and condemns the wide publicity which has misled the public 
and many members of the medical profession, it acknowledges 
that this has stimulated the medical profession to re-evaluate 
known methods of treatment of this disease and to treat it more 
effectively. 
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NOTES AND NEWS 
NORTH-VIZAG AREA FAMINE AND EPIDEMICS 


Dr. P. Gurumurti, President, Andhra Provincial Branch 
of I.M.A. writes in connection with the famine and epidemics 
in North-Vizag area: 

Famine and epidemics are stalking the land in all their 
gruesome nakedness; The buying and resisting power of the 
people was reduced to nothing almost. Starving or semi- 
starving people catch your sight everywhere. Malaria, anemia 
and dropsy due to malaria and malnutrition, enlarged spleens 
(a very high persentage of children are affected), tropical 
ulcers, skin deseases of various descriptions are prevalent every- 
where. Malaria used to bear 6 to 8% of the total number of 
cases treated in the hospitals in the locality till the year 1941. 
In 1942 it was 17%. In the Ist quarter of 43, it was 39%, and 
by the end of the year it doubled itself, or perhaps it was cent 
percent. Though the severity seems to have subsided a bit, 
the number of patients suffering from malaria is still very large. 
The medical help rendered by the Government through its insti- 
tutions is not adequate. The number of people suffering is very 
large and the area is extensive. More and more medical aid has 
to be rushed to the spot. Vigorous prophylactic measures have 
to be undertaken. Food, more food has to be supplied to the 
people. 

A camp hospital was started at Naupada on 22-2-45 under 
the auspices of the Indian Medical Association, Andhra Branch 
to give medical aid to the suffering people. Despite my 
advanced age and falling health I could not resist my desire 
to be in charge of the hospital and run the same seeing the 
enormity of the situation here. But very soon a young man 
on a salary basis has to be detailed here. Cost of medicines, 
clothing and food and other expenses incidental for the good 
running of a hospital have to be met. 

It is up to the public to come forward and rehabilitate 


and help the people to stand on their own legs. I therefore 
request all to contribute their might. 
DRUG CONTROL ORDER—1943. 
The following letter written by the Hony. General 


Secretary, I. M. A. Calcutta to the Secretaries of all the 
branches of the Indian Medical Association will be of interest 
to the members: 

With a view to acquaint the members of the Association 
with the stand that they, as doctors, should take in order to 
avoid the implications of the clauses of the Drug Control 
Order, 1943, after its recent amendments, I beg to stress the 
importance of one thing and that is that doctors should refrain 
from getting the Retailers’ License. By taking the Retailer’s 
License, the doctors bring themselves to the level of general 
chemists or druggists and ordinary retailers of medicines. 
Doctors must be doctors; they cannot be doctors and chemists 
combined. If they elect to be the latter, they must sail with 
them in the same boat. There are practically no restrictions 
on doctors, if they take Purchaser's License only, dispense 
medicines only to their own patients and not sell medicines in 
full and unopened packings; but the moment they take the 
Retailers’ License also, they come under the full clutches of 
the Defence of India Rules. A study of all the cases of doctors 
being in trouble in connection with the Drug Control Order 
reveal that all of them were holders of Retailer’s License 
and, as such, I would request them, for their own safety, to get 
their Retailer’s License cancelled. 


* * * * * 


The following is the excerpt from the letter written by 
the Commissioner of Excise, Bombay to Dr. Chamanlal Mehta, 
M.B.E.S., President, Bombay Medical Association, (I.M.A.. 
Bombay Branch), Bombay. 


The regulation on the point (notified in Para V of the- 
Government of India Notification, Department of Industries. 
and Civil Supplies, No. 475-D.M. (18) /44 dated 30th December 
1944) clearly shows that all licenses issued or renewed after 
February 14, 1946, the annual fee prescribed in the notification,. 
being reducable by (i) three quarters, (ii) one-half or (iii) one 
fourth, in accordance with the portion of the year (terminating 
on 14-2-1946) still left to run at the time when a particular 
license is issued or renewed, and not by reference to any 
desire that a Medical Practitioner, being issued with a license,. 
or having his license renewed, for example, to-day, might 
express that license should be made valid for a quarter or for 
a six months only from to-day (and not for the full remaining 
portion of the year upto 14-2-1946). In fact there is no pro- 
vision for issue or renewal for any period other than the year, 
15-2-45 to 14-2-46 (or any residuary portion of it) and there 
is no intention also that there should be such provision. 


There is of course no objection to a Medical Practitioner 
surrendering his existing license and if at any time later, he 
desires to apply for a new license he might do so and get the 
benefit of reduction allowed by Government in respect to licenses 
made valid for any residuary period of 3, 6, or 9 months upto. 
14-2-1946. No Purchaser License issued for 1944-45 is however 
valid (unless of course it has been only renewed) after 14th. 
April, 1945. 


DRUG CONTROL ADVISORY COMMITTEE, BOMBAY 


Extracts from minutes of the 6th Meeting of the Drugs 
Control Advisory Committee held in Bombay on the 4th April,, 
1945. 


Before the discussion regarding trade discounts started,. 
Mr. Bawa Swarup Singh stated that up-country wholesalers 
who had to purchase drugs either from wholesalers in Bombay 
or from the agents of Indian Manufacturers were generally 
supplied goods at ceiling wholesale prices and no margin was 
therefore available to enable them to sell the goods to the 
retailers. The Chairman replied that the price control insti- 
tuted under the drugs control order had taken into account 
only one wholesaler in the chain of distribution and it was 
difficult to see how provision could be made for a sub-whole- 
saler’s margin without enhancing the price to the consumer. 
He promised however, that the matter would be examined. 


It was agreed that the minimum discounts recommended in. 
the 5th meeting (vide para 7 of the minutes) will not apply to. 
drugs specified in part (iii) of Schedule ‘A’ to the Drugs 
Control Order. As objections had been raised from several 
quarters to doctors being allowed the same discount as retailer 
when making purchases direct from importers and manufac- 
turers, it was proposed that doctors should in such cases be- 
allowed the same discount which they were entitled to get 
from the wholesalers. Dr. Mehta speaking on behalf of the 
Indian Medical Association, made it clear however that doctors 
did not wish any discount to be specified in their case as there 
had been no uniform practice in this matter in normal times.. 
Mr. Fairbrass confirmed that doctors used to be allowed 
courtesy discount in normal days which differed considerably 
from trade discount. It was, therefore decided that no discount. 
should be specified for doctors. 
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The chairman explained that it was the intention of the 
Government of India to stand, as far as possible, by the 
assurance given to the trade that drugs and medicines will not 
be brought within the purview of the Hoarding and Profiteering 
Prevention Ordinance but as there was no provision in the 
Drugs Control Order for controlling the importers and manufac- 
turers’ prices in respect of non-scheduled drugs it appeared 
necessary that the order may be amended so as to provide for 
legal action being taken in cases where importers appropriated 
to themselves a margin of profit which was unreasonably 
higher than their prewar margin. It was decided that a suit- 
able amendment to that effect may be made in the order. 


Dr. Mehta expressed resentment on behalf of the Indian 
Medical Association against the provision in the Drugs Control 
Order requiring doctros to take out purchase licences for 
purchasing drugs direct from importers and wholesalers. He 
said that the doctors resented their being placed on a par with 
traders and that they also felt that the fee for the licence was 
unreasonably high. The chairman explained that the real 
purpose of introducing the purchase licence was to guard 
against supplies going into the Black Market and that under 
the revised licensing system, the doctors constituted a class by 
themselves and were not in the same position as traders wn> 
are not issued purchase licences now. He assured Dr. Mehta 
however that the nomenclature would be changed from “licence” 
tu “permit” which was more acceptable to the Indian Medical 
Association. As regards the fee, the Chairman said that the 
amount of Rs. 15|- per annum could hardly be termed as 
excessive but since Dr. Mehta still pressed for the reduction 
of the fee to a nominal figure of say, Rs. 2|- he promised to 
have the question examined. 


The Drugs Control Advisory Committee is an Advisory 
Body and its recommendations should not be interpreted as 
decisions of the Government of India. 


I.M.A. AND DRAFT DRUGS RULES, 1944 


The following is a copy of the record notes of evidence, that 
is, oral explanation of the objections and suggestions on the 
draft Drugs Rules, 1944, given by the representatives of the 
Indian Medical Association at a meeting of the Drugs 
Technical Advisory Board held at Delhi on 23-1-45. 

The Indian Medical Association was represented by Dr. 
Jivraj N. Mehta and Captain H. N. Shivapuri. 

The Chairman informed these gentlemen that the Board 
had already discussed most of the comments made by the 
Indian Medical Association and had reached tentative conclu- 
sions. These would be communicated to the representatives 
by him but he wished the representatives to understand clearly 
that the Board’s opinions were at this stage open to revision 
in the light of further evidence. He hoped that the representa- 
tives would be good enough to state their point of view and to 
answer any questions raised by individual members of the 
Board. 


Part I Rules 1(3). Part II 3(iii)—Dr. Mehta said that 
he wanted a speedy promulgation of the Drugs Rules and the 
Drugs Act 1940. If the Drugs Consultative Committee were 
formed immediately it would be most welcome but if there was 
likely to be delayed the rules should be brought into force im- 
mediately in the Centrally Administered Areas and in as many 
provinces as possible. He did not desire that this action 
should be delayed until all provinces agreed or until the Drugs 
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Consultative Committee was formed especially as the market 
was now flooded with adulterated drugs, both manufactured and 
imported. The Chairman informed Dr. Mehta that there was 
a fair amount of agreement in the Board pertaining to the 
comments received in regard to the above Rules but he would 
value Dr. Mehta’s advice. 


Part V Rules 43(a) and 48(c)—Dr. Mehta explained 
that they wanted to add the words “Registered Medical Practi- 
tioner or a” after “a” in line 1, of Rule 43(a) in line 2 of the 
first proviso to Rule 43 and after “is a” in line 1 of Rule 48(c). 
He pointed out that all medical graduates were not registered 
medical practitioners. He knew that the licentiate was also 
a registered medical practitioner but he did not consider that 
there would be many licentiates possessing the requisite 
qualifications and as such the addition of “Registered Medical 
Practitioner” would not in any way be a serious handicap. 
Besides, in some cases a licentiate might be a capable man 
and possess the requisite qualification and it would be unfair 
to debar him simply because he was not fortunate in having 
facilities to obtain a University degree due to poverty or other 
difficulties. The Indian Medical Association had repeatedly 
passed resolutions urging that the Licentiates’ course should 
be abolished but no action was so far taken. 


He was informed by the Chairman that the Board had 
agreed to recommend the deletion of the words “in that area” 
in the third proviso to Rule 42 and the replacement of “may” 
by “shall” in line 1 Rule 44(ii).. Dr. Mehta was of the opinion 
that the analysts’ reports should be made available both to the 
trade and to the public. 


He was of opinion that Government should pass a 
Pharmacy Bill at the earliest possible date and include in it a 
scheme for training pharmacists. Without a Pharmacy Act 
arranging for the education and registration of qualified 
pharmacists, it would not be possible for Government to im- 
plement the Rules. He mentioned that the Bombay University 
had agreed to start a course in pharmaceutical chemistry. 


With regard to the difficulty of obtaining trained men as 
Inspectors he suggested that short courses should be provided 
to get over the immediate difficulty. 


Rule 58(i).—In regard to the comment on this Rule Dr. 
Mehta said that Licensing Authorities should not be single 
individuals but Boards representing various interests, for 
instance, in large manufacturing areas the Surgeon General 
or the Inspector General of Civil Hospitals might be the head 
of the “Licensing Board” which should consists of four or five 
representatives of Medical, Chemical, Pharmaceutical and 
Trade Associations. In the districts the Civil Surgeon along 
with representatives of the pharmacists should be the Licensing 
Authority. 


In central administered areas, the Director General, Indian 
Medical Service or the Deputy Director General, Indian 
Medical Service with four or five members of the Indian 
Medical Association and 4 or 5 members of the trade and other 
interests should form the Licensing Board. It was not ad- 
visable for the Director General to be alone responsible for this. 
work as he had other important calls on his time. 


Finally Dr. Mehta suggested that “hydrocele” should be: 
included in the list of diseases in schedule “J” of the Drugs. 
Rules 1944 as several preparations purporting to cure hydro- 
cele were being advertised. 
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In regard to the Central Drugs Laboratory he was not in 
favour of the Director, Central Research Institute, Kasauli, 
being responsible for the testing of sera and vaccines as he 
was a manufacturer of these products. The Central Drugs 
Laboratory should be under one control though its sections 
may be in different places. Dr. Mehta was not in favour of 
such institutions being in hill stations. They should be in 
readily accessible areas. 


The Chairman said that as he was the Director of the 
Institute in question, he had naturally given this point con- 
siderable thought. In his view the testing of such products 
as vaccines and sera required considerable experience of manu- 
facturing processes. It was the intention that the institute 
should co-operate with and help the trade rather than compete 
with it. He wanted to see the Central Research Institute set 
up as a centre for the manufacture of a representative series 
of biological products on model scale with restricted output. 
Probably most of the output would be taken up by the Army 
or other public services. He also advocated applied research 
in relation to the development of new and better products and 
improved methods of preparation. The result of such research 
would be made available purely to the trade and the Institute 
could also become a centre for the training of expert technical 
personnel. He did not see any objection to such an Institute 
being the Government testing agency as the officers of the 
Institute had no interest in sales. Firm in India still had a 
long way to go before they could equal the best firms engaged 
on the manufacture of biologicals in Europe and America and 
he thought the plan outlined would help them toward this goal. 


Asked regarding Secret Remedies Dr. Mehta was of 
opinion that they should be completely stopped even if it 
entailed amendment of the Drugs Act. He was strongly of 
opinion that the advertising of Ayurvedic and Unani Medicines 
to cure diseases stated in Schedule ‘J’ should also be forbidden 
and if this were not possible under the Drugs Act it should be 
amended so as to make this possible on the lines adopted by 
Section 8 of the Pharmacy and Medicines Act 1941. 

The Chairman thanked the delegates for their evidence 
and said that the points raised by them would receive the 
Board’s careful consideration. 


INDIAN CHEMICAL MANUFACTURERS 
ASSOCIATION 


In the course of a communication addressed to the Govern- 
ment of India, the Committee of the Indian Chemical Manu- 
facturers Association have strongly protested against the 
decision of the Government to disallow the Biochemical 
Standardisation Laboratory to test the samples of drugs of 
Indian commercial concerns. The Committee have further 
regretted that not only the Government of India have so far 
failed to enforce the Drugs Act of 1940 for the standardisation 
of Indian preparations, but by withdrawing permission granted 
to the Biochemical Standardisation Laboratory for testing the 
products of Indian commercial firms they have deprived the 
industry of the only recognised source of analysis and standardi- 
sation of Indian pharmaceutical preparations. In view of the 
increasing imports of drugs and medicines into India the Com- 
mittee consider it most unfortunate that the Government should 
have thought it fit to withdraw this facility offered to the 
industry which would jeopardise its future by damaging public 
confidence in Indian preparations and thus encouraging the 
sale of foreign products in this country. 
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UNQUALIFIED MEDICAL PRACTITIONER 
CONVICTED 


The Registrar, Punjab Medical Council, Lahore, informs 
that the Additional District Magistrate, Ferozepore, convicted 
S. M. Bewali, Qilla Gujar Singh, Lahore, under Section 6 of 
the Indian Medical Degrees Act, 1916, for unlawfully declaring 
himself as an F.R.c.S. The accused pleaded guilty and was 
sentenced to pay a fine of Rs. 200/- or in default to undergo 
simple imprisonment for 2 months. 


RESEARCH FUND OF THE INDIAN MEDICAL 
ASSOCIATION 


The following letter written by the Hony. General Secretary, 
I.M.A. to the Secretaries of all the branches of the Indian 
Medical Association is printed for general information: 

At the XIX Session of the All-India Medical Conference 
held at Patna in April, 1943, the position of Medical Research 
in India was thoroughly discussed and the Conference regarded 
the paucity of contribution by Indian workers in this field 
of scientific research as deplorable and requested the Indian 
Medical Association to take every step to encourage research 
by founding scholarships and fellowships and_ establishing 
research institutions where orginal work and investigations 
into the various medical and public health problems of the 
country which are awaiting solution, might be carried out. In 
response to the universal desire expressed at the Conference 
a start was made in the direction and a “Research Fund of the 
Indian Medical Association” was opened, donations to which 
by generous donors either directly or through some of the 
branches have amounted to Rs. 19210/-. We cannot but admit 
here that we are still far behind the goal because we have to 
collect at least Rs. 25 lacs for the founding of Trust out of he 
interest income of which scholarships and other facilities will 
be available for research workers, as per the decision of the 


ad hoc Committee, appointed by the Central Council of the 


Indian Medical Association with Dr. B. C. Roy as the Chairman. 

Tke Decision of the above Committee was to approach, in 
the first instance, members of the profession throughout the 
country and request them to contribute their mite so that the 
first Rupees one lac might come from the profession. 

At the last meeting of the Working Committee held at 
Calcutta on Ist April, 1945, the matter was discussed and the 
following represents one of the resolutions passed on the 
subject :— 

“It was further resolved that continuous efforts should be 
made for collecting further donations to the fund by publishing 
appeals in the Journal and requesting the provincial and local 
branches to make special efforts in securing further collections 
from their members”. 

Pursuant to the above resolution, of which the President 
Dr. Jivraj N. Mehta was the chief exponent, I have to request 
you to kindly co-operate in our attempt, to see the President’s 
earnest desire of reaching the target of one lac fulfilled before 
the close of the current calender year. 

We have still to collect Rs. 80790/- and hence I beg to 
throw out a suggestion that the hat must be passed round to 
receive collections at every meeting of your branch and I am 
sure that the office bearers of your branch can help us a lot 
by personal contact with their colleagues. 

The goal has to be reached and I strongly believe that it 
should not be difficult to collect the amount aimed at, as a 
result of combined efforts among nearly 250 branches with 
a total strength of about 8000 members. 
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